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ABSTRACT 
TITLE: Domination or partnership? International health policies and local implementation. 
Mozambique as case study. 
SUPERVISOR: Johanna Hood. 
AUTHOR: Beatriz Dominguez Guerrero, Chanje M M Dahlgaard, and Vasila Zukhrutdinova 
INSTITUTION/DEPARTMENT: Roskilde University, Denmark. Department of Society and 
Globalisation. International Development Studies (K1), Fall 2013. 
BACKGROUND: Mozambique is among the poorest countries in Sub-Sahara, ranking 185 out of 187 
on the HDI ranking list. Maternal Mortality is also high in Mozambique and yet the country is also 
among the biggest donor funding recipients. Maternal Mortality is an indicator used to determine the 
development of a country. 
AIM: The aim of the project is to identify gaps between international and national guidelines and the 
local implementation (realities) and how some prevailing discourses may explain the purported gaps. 
This is so as to test the hypothesis that there are gaps. Maternal Health was used as lens. 
METHOD & THEORY: Qualitative  research methods: A review of cardinal national policies 
pertaining to Maternal Health was done. 3 interviews were conducted using semi-structured interview 
method and open-ended questions. The interviewees were all representatives of institutions working in 
the field of Maternal Health. The case-study   approach   was   used   and   Michel   Foucault’s  
conceptualizations on Power were utilized for the analysis of the empirical data. The Modernization 
theory was also applied. 
CONCLUSION: Our hypothesis that there are gaps between the international guidelines and the 
implementation at local level is true; and that these gaps are reinforced by the different discourses 
identified in the analysis done among other things.  However, considering the fact that we did not have 
access to interviewing a representative from the Mozambican government side, our findings may only 
represent half the picture of the reality. Therefore, the analysis should be taken with a grain of salt. It 
does however reflect some issues that may be interesting to investigate on in another study. 
 
ABBREVIATIONS
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BTI - Bertelsmann Stiftung’s Transformation Index 
CPR - Contraceptive Prevalence Rate 
DANIDA – Danish International Development Assistance
FP – Family Planning
FRELIMO - Frente de Libertação de Moçambique (The Mozambique Liberation Front)
GoM – Government of Mozambique
HDI – Human Development Index
HNSPS- Health and Nutrition Sector Programme Support
ICRHM- International Centre for Reproductive Health
MCH – Maternal and Child Health
MD – Maternal Death
MDGs - Millennium Development Goals 
MH – Maternal Health
MM – Maternal Mortality
MMR - Maternal Mortality Ratio
MMRA - Maternal Mortality Rate 
MoH – Ministry of Health
MSF- Médecins Sans Frontières (Doctors Without Borders)
N.D – No date
NEPAD -  Estratégias  e  Objectivos  do  Quadro  Referencial  da  Nova  Parceria  para  o
Desenvolvimento de Africa (Strategies and Objectives of the Referential Framework of the New
Partnership for Africa's Development).
ODA – Overseas Development Assistance
PARPA -  Plano de Acção para a Redução da Pobreza Absoluta (Action Plan for the Reduction of
Absolute Poverty).
Q - Question
RENAMO - Resistência Nacional Moçambicana (The Mozambican National Resistance).
RH- Reproductive Health
SADC -  Estratégia  de  Saúde  da  Comunidade  para  o  Desenvolvimento  da  Africa  Austral  (
Community Health Strategy for the Development of Southern Africa).
SEAR- South-East Asia Region 
SEB – Social and Economic Balance
SHW - Skilled Health Worker
SPHS – Strategic Plan for the Health Sector
Sq. Km. - Square Kilometres
SRHR – Sexual and Reproductive Health  Rights
UN- United Nations
UNDP – United Nations Development Programme
UNFP - Unmet need for family planning
UNFPA- United Nations Population Fund
UNICEF- United Nations Children's Fund
U.S.A – United States of America
WHO – Word Health Organization
WPR - Western Pacific Region 
 2 
 
Project Outline / Roadmap 
 
.Introduction: In this section we give a brief overview of the current statistics and status on Maternal 
Mortality as per World Health Organizations data. We present how maternal health in general affects 
not only women, but also others in society and how it is connected to Child health as a millennium 
development  goal.  The  section  also  presents  how  maternal  mortality  is  used  to  determine  a  country’s  
development level also the difference between developing countries and the developed countries in 
relation to Maternal Health (MH). The research problem is identified in this section and Mozambique is 
introduced and the MH situation presented. The section also presents how we identify the problem and 
how we reach our hypothesis and the rationale behind our choice of maternal health specifically in 
Mozambique. 
.Mozambique and Tete province context: A brief background of Mozambique as a country is 
presented in this section to contextualize the research problem. This includes the history, geography, 
demographics, population, social, economical and political situation. The province of Tete, from which 
the program for research is piloted, is also presented briefly in this section. 
.Key Word Definitions: In this section, definitions of maternal health concepts are presented. 
.Maternal Death causes: This section presents the causes of maternal mortality in a chart at global 
level. 
.MDG's: In this section, the eight Millennium Development goals are introduced briefly. 
.MDG5: This section focuses on the Millennium Development Goal 5 which is the Maternal Health 
goal. Here an account of the global situation on the achievement of the MDG5 by 2015 is presented, 
followed by a brief account on the MDGs current situation in Africa and narrowed down to 
Mozambique. 
.Definition of the development and the Human Development Index (HDI): This section presents 
the definitions of the background concepts that are used in this project. A definition of the concept of 
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‘development’   and   its   origin   in   the   field   of   international   development   is   presented.   Modernization  
theory and the Human Development Index (HDI) are also presented in this section. 
. Background research: This section introduces the four policy documents, which are the background 
data for our project. Here we present what the Mozambican Government has initiated towards the 
Maternal Mortality issue. 
. Methodology: In this section we present the methodological approach we used to answer the research 
question and hypothesis, the justification and the empirical data. The delimitation part is also included 
in this section. 
.Theory and Analysis: In  this  section  we  present  the  theory;;  Michel  Foucault’s  concepts  of  power  and  
how they are applied to our data for the identification of the types of power. This section will also 
include Modernization theory. The analysis and results are also presented in this section.  
.Discussion and conclusion: This section covers the discussion of our main findings including our 
reflections on the research topic and possible suggestions and recommendations for the way forward. 
. Appendixes and Bibliography: This section comprises the three interview transcriptions and the 
literature list . 
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1. Introduction 
According to the World Health Organization (WHO), approximately 800 women die every day from 
preventable causes related to pregnancy and childbirth (who.int, c). For every woman that dies, another 
20 women suffer from chronic ill health or disability (dfid.gov.uk). These data indicate that Maternal 
Health (MH) not only involves but also affects some of the most vulnerable in society, women and 
children. This means that the improvement of Maternal Health, which is the United Nations 
Millennium Development Goal 5, also means reducing child mortality, the Millennium Development 
Goal 4. Therefore, providing good health care to mothers during pregnancy and childbirth can save and 
improve  the  quality  of  both  women  and  babies’  lives  (United  Nations,  2013c,  p.1). 
Improved Maternal Health does not only have a positive influence on women and children but on 
society as a whole. It is not only health that is improved; the importance of MH is reflected in 
education and the economy, meaning that it helps to avoid additional problems too (dfid.gov.uk). For 
example, the healthier the mother, the healthier is the baby and the better the life is for both and for all 
siblings.  The  higher  the  family’s  income is, the bigger the chances are of sending the child to school. 
Also, low education levels among girls are connected to early childbearing (WHO, 2011, pp.3-8). In 
other words, fewer opportunities for education can affect health and the other way around. 
Maternal Health is used to determine how developed a country is. According to the WHO, maternal 
mortality as an indicator shows the wide gaps between the rich and poor, that is both between countries 
and within them. For example, women in developing countries have a risk 25 times higher of dying 
from pregnancy-related causes during their life time when compared with women living in developed 
countries (who.int, j). It is important to mention the relevance of the empowerment of women and their 
significant contribution   to   the   development   of   a   country   when   investigating   MH,   because   “by  
improving  women’s  rights  and  choices  we  can  help  increase  their  access  to  education,  family  planning,  
secure livelihoods, and ensuring their   own   children   are   educated”   (dfid.gov.uk). According to the 
World Bank, over 99% of Maternal deaths, most of which are avoidable, occur in developing countries 
with about 56% occurring in the Sub-Saharan Africa and 29% in South Asia (World Bank, 2013, p.10). 
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1.1 Why we chose to use Maternal Health in Mozambique as a platform for our 
research 
Since Mozambique is one of the biggest recipient of donor funding and among the poorest countries in 
Africa, we want to investigate how the country is working to meet the Millennium Development Goals 
for 2015, with the focus on MDG 5, whose aim is to reduce the mortality maternal ratio by three 
quarters and ensure the access to reproductive health by 2015. 
According to the World Bank human development report 2013, poor MH is both an indicator and a 
cause of extreme poverty. We find it interesting to investigate what effect MH has on the development 
of the country. Our interest is to look into the link between the policy on paper and the actual 
implementation that is to look at how an international guideline is interpreted to fit the local context. 
For this purpose, we decided to focus our investigation on the MDG 5. 
1.2 Problem field 
Mozambique is one of the poorest countries in the sub-Sahara and, according to the International 
Development Indicators by United Nations Development Programme (UNDP) document; the country 
ranks 185 out of 187 countries and territories on the HDI (UNDP, 2013c, p.2). For this reason, the 
country has attracted strong donor support and high inflows of foreign direct investment. Foreign aid 
represents   15%   of  Mozambique’s   Gross   Domestic   Product,   compared   to   6-8% for the rest of Sub-
Saharan Africa (UNICEF, b). According to an OECD report, Development Aid at a Glance, 
Mozambique is among the biggest recipients of Oversees Development Assistance (ODA) ranking 
number 4th on  the  list  (OECD,  2013,  p.7).  About  a  third  of  the  country’s  national  budget  is  covered  by  
foreign aid (Eurodad, 2010, p.7). 
Despite all the funding Mozambique receives and the projects and interventions in place towards 
meeting Millennium development goals for 2015, Mozambique, like many other developing countries, 
still lags behind on all goals. One of them is Maternal Mortality, which is  an  indicator  for  a  country’s  
development. Mozambique has one of the highest rates in the world. (Unicef.org, b). 
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1.3 From research problem to research question 
A   review  of   the  Mozambican  Government’s   national   policy   documents   such   as   the  National Health 
Strategic Plan 2007-2012, Plan for the Reduction of Absolute Poverty 2005-2009 (PARPAII) and the 
Economic and Social Plan 2011, clearly reveals that the Government of Mozambique has taken some 
initiatives towards the MDG5 by putting in place some policies, to improve Maternal Health and 
reduce mortality to meet the 2015 goal. These different policy documents are very clear on the 
objectives, interventions and other activities to be carried out in order to combat this problem. Ministry 
of Health Mozambique and Ministry of Foreign Affairs Denmark have together launched a 5 year 
programme called the Health and Nutrition Sector Programme Support (HNSPS). This is piloted in 
Tete province to try different and innovative ways of collaboration focusing on the achievement of 
MDGs 1, 4, 5 and 6. This programme constitutes the framework for our background information.  
According to the UNDP, Maternal Mortality Rate has been reduced from 1.000 deaths per 100.000 
births in the beginning of the 90's to 500.1 deaths in 2007 (UNDP, 2010, p.67). As can be seen, there 
has been some progress towards attaining the MDG5. However, despite this progress, Mozambique is 
still among the poorest in the region and among the countries with high maternal mortality rates. It 
seems contradictory considering the fact that the country has so much external funding and a huge 
presence of reputable international organizations. In addition to this, Mozambique has put some 
policies in place. There are many factors, both direct and indirect, that can lead to these high maternal 
mortality rates in the case of Mozambique, but this project explores the relationship between 
international policy guidelines and the local implementation of the same to argue that there are gaps 
between the two. We have used maternal health as a platform to investigate which discourses are 
present with the aim of identifying these purported inconsistencies between the policies and their 
implementation.  
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Our research question therefore reads as follows: 
What types of discourses1 are present when looking at Mozambique health policy implementation 
vis-à-vis maternal health, and how do these discourses reflect inconsistencies between the 
international and national guidelines and the local realities? 
Our hypothesis is: 
There are gaps/inconsistencies between the implementation of international and national policy 
guidelines and local implementation. 
 
 
 
 
 
 
 
 
 
 
                                                        
1 Discourse,  in  line  with  Michel  Foucault,  is  ”the  careful  rationalized,  organized  statements  made  by  experts”  (Peet  &  Hartwick  1999.  pp, 
129-130) 
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2. Mozambique Context  
2.1   Country Background Information  
Located in the Southeast African coast, the republic of Mozambique is bordered to the North by 
Tanzania, to the Northeast by Malawi and Zambia, to the West by Zimbabwe and Swaziland, to the 
West-south by South Africa and to the East by the Indian Ocean. The country is divided in 10 
provinces and one capital city (Maputo) with provincial status. Hydroelectric power, natural gas, wood 
and minerals like titanium and graphite are the main Natural resources in Mozambique 
(portaldogoverno.gov.mz). 
 
 
Figure 2.1 
Map of Mozambique (imagineafrica.co.uk). 
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.Key indicators:  
Surface area 799.4 thousand sq. km. 
Population 23.9 millions 
Population age composition (%) 
 
0-15 years: 44%, Median age: 18%, over 
60 years: 5% 
Annual growth rate (%) 2.50% 
Population density 30 people per sq. km. 
Gross domestic product per capita (%) 4.70% 
Life expectancy at birth Female: 53 years , Male: 52 years 
Population living in urban areas (%) 31.00% 
Human Development Index 
Inequality Adjusted Human Development Index 
Place 185 out of 186 
Place 125 out of 186 
Poverty (%) living on less than $2 a day 81.6%  
General government expenditure on health 52.8% 
Literacy rate 56.00%2 
Primary school life expectancy 10 years3 
                       Table 2.1 
Sources: The World Bank 2013 p.20, BTI, 2012 p.2. UNDP, 2013b, p.18, UNDP 2013c, p. 2. WHO 2013, pp.54,136 and 160. 
Mozambique is a post-colonial and post-conflict country. These two historical characteristics could 
contribute to why the country ranks very low (185 out of 187) on the HDI ranking list which will 
explained later on in the project. After almost 500 years of Portuguese imperialism, Mozambique 
became an independent nation the 25th of June 1975. Two years later, a cruel civil war started and it 
was not until 1992 that the conflict finally ended, accounting almost a million victims. After obtaining 
peace (safeguarded by the UN), the FRELIMO (Frente de Libertação de Moçambique - The 
Mozambique Liberation Front) won the first democratic elections in 1994 and the party has dominated 
the political scene since then. 
Under the shadow of corruption the country receives large amounts of international aid, which 
constituted 45% of the national budget in 2011 (more than 50% the previous year). Some of the 
international funds stopped for some time in 2010 due to a lack of governance progress. (BTI 2012 p.2,                                                         2 https://www.cia.gov/library/publications/the-world-factbook/geos/mz.html 3 https://www.cia.gov/library/publications/the-world-factbook/geos/mz.html 
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3 & 4). 
The power of the civil society is still weak and the population does not interact with the authorities in 
every day bases. However, many Mozambicans are involved in apolitical religious associations. 
Religious differences are part of the everyday life, but they do not usually create a political conflict. On 
the other hand in 2010, a series of protests took place where people demonstrated against the increase 
of the prices in transportation and food. Some suggest that demonstrants wanted to show their 
discontent with the government (ibid, pp.14-15). 
The RENAMO (Resistência Nacional Moçambicana - The Mozambican National Resistance) and the 
FRELIMO have always had disputes since independence in 1975. Some clashes and controversies have 
worsened in 2013. However, the RENAMO (with some political and economic power in the North and 
inside the country) does not have the logistical capacity to start a civil war. Experts point out that the 
RENAMO is trying to create an unstable state, using the bad management of the government and the 
lack of political transparency (elpais.es). 
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2.2 Tete Province 
Tete province has an extension of 100.742 Km2 and it is situated in the Northwest side of 
Mozambique, bordering with three other countries: Zambia, Zimbabwe and Malawi. The capital is Tete 
and the province counts with 3 municipalities, 13 districts, 124 localities and a population of more than 
2 million people (tete.gov.mz, a). 
 
 
Figure 2.2 
Map of Mozambican provinces (dholmes.com). 
With an economy based on the agriculture, Tete province holds a big but not developed potential in 
natural resources. At the same time the infrastructure is very poor and there is a lack of qualified 
workforce and modernization in general. During the last years, governmental reports show that Tete 
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province (helped by different NGO's and international agencies) has been working to improve the 
Health sector by building a new hospital in the capital, more health centers, ensuring more qualified 
health workers and promoting prevention programs to fight the most significant diseases. 
Among other objectives, the government of Tete is also working to improve other sectors, such as 
education, transportation, industry, energy and tourism (tete.gov.mz, b). 
3. Definition of Key Words on Millennium Development Goal 5  
Before going any further in our investigation, it is necessary to define several terms which will be used 
in our project and that compose the MDG5 and its indicators: 
.World Health Organization (WHO) defines Maternal Health (MH)/Maternal Mortality (MM) as 
“the  health  of  women  during  pregnancy,  childbirth  and  the  postpartum”  (who.int, a).  
.WHO is  “the directing and coordinating authority for health within the United Nations system. It is 
responsible for providing leadership on global health matters, shaping the health research agenda, 
setting norms and standards, articulating evidence-based policy options, providing technical support to 
countries  and  monitoring  and  assessing  health  trends”  (who.int, b). 
. Maternal Death (MD): “the  death  of  a  woman  while  pregnant  or  within  42  days  of   termination  of  
pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or 
aggravated  by  the  pregnancy  or  its  management  but  not  from  accidental  or  incidental  causes”  (UNFPA, 
2012, p.4). 
. Maternal Mortality Ratio (MMR): “The  maternal  mortality  ratio represents the risk associated with 
each  pregnancy,  per  100.000  live  births”  (who.int,  e). 
. Maternal Mortality Rate (MMRA):  “is  the  annual  number  of  female  deaths  per  100,000  live  births  
from any cause related to or aggravated by pregnancy or its management (excluding accidental or 
incidental causes). The MMRA includes deaths during pregnancy, childbirth, or within 42 days of 
termination  of  pregnancy,  irrespective  of  the  duration  and  site  of  the  pregnancy,  for  a  specified  year”  
(indexmundi.com). 
. Reproductive Health (RH) “refers  to  the  biological,  psychological  and  social  aspects  of  female  and  
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male sexual and reproductive behaviour. RH services include the provision of information, 
contraceptives,   and   abortion   and   postabortion   services”   (Cherry   et   al,   2009, p.376). Reproductive 
health “addresses the reproductive processes, functions and system at all stages of life. Therefore, RH 
implies that people are able to have a responsible, satisfying and safe sex life and that they have the 
capability to reproduce and  the  freedom  to  decide  if,  when  and  how  often  to  do  so”  (who.int,  d). 
. Skilled Health Worker (SHW): “is  an  accredited  health  professional  – such as a midwife, doctor or 
nurse – who has been educated and trained to proficiency in the skills needed to manage normal 
(uncomplicated) pregnancies, childbirth and the immediate postnatal period, and in the identification, 
management  and  referral  of  complications  in  women  and  newborns”  (who.int, g). 
. Contraceptive Prevalence Rate (CPR) “is  the  proportion  of  women of reproductive age who are 
using  (or  whose  partner  is  using)  a  contraceptive  method  at  a  given  point  in  time”  (WHO,  2006,  p.38). 
. Adolescent Birth Rate (ABR) “measures  the  annual  number  of  births  to  women  15  to  19  years  of  age  
per 1,000 women in that age  group”  (un.org,  b). 
. Antenatal Care Coverage (ACC) “is  the  percentage  of  women  who  utilized  antenatal  care  provided  
by skilled birth attendants for reasons related to pregnancy at least once during pregnancy among all 
women who gave birth to a live child  in  a  given  time  period”  (who. int, g). 
. Unmet Need for Family Planning (UNFFP) “is the number of women with unmet need for family 
planning expressed as a percentage of women of reproductive age who are married or in a union.” 
(who.int, h). 
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4. Causes of Maternal Death  
Currently, it is uncommon that pregnancy-related problems cause the death of the mother or the baby in 
developed countries. A different situation takes place in developing countries, where complications 
during the pregnancy and childbirth are one of the leading deaths among women. 
Every year around 350.000 women die while pregnant or giving birth. 99% of these women die in 
developing countries (UNFPA, 2011, p.7). 
The following chart indicates the causes of Maternal Death (MD) at global level: 
 
Figure 4 
Source: whydev.org 
As the chart shows, the most common direct cause of MD is hemorrhage, followed by hypertension, 
unsafe abortion and sepsis. These four direct causes account for 70% of MD (whydev.org). Indirect 
causes represent the 18% of the chart and here we could name malaria, anemia, HIV/AIDS and 
cardiovascular diseases as illnesses that complicate the pregnancy (who.int, k). 
 
5. Millennium Development Goals (MDGs) 
At United Nations Headquarters in New York, from the 6th to the 8th of September 2000, the General 
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Assembly of the United Nations adapted the United Nations Millennium Declaration. With an eye to 
the upcoming millennium, heads of State and Governments recognized a collective responsibility 
towards human dignity, equality and equity. Furthermore, a global concern about developing issues 
appeared in the international agenda (United Nations, 2000). 
Eight specific goals to be achieved by 2015 were the result of the Millennium Declaration (un.org, a): 
   1: Eradicate extreme poverty & hunger.  
   2: Achieve universal primary education.  
   3: Promote gender equality and empower women.  
   4: Reduce child mortality.  
    5: Improve maternal health.  
    6: Combat HIV/AIDS, malaria and other diseases.  
    7: Ensure environmental sustainability.  
    8: Develop a global partnership for development.  
 Every goal is divided in a series of aims, a total of 18, quantifiable through 48 specific indicators.  
  
 
6. Millennium Development Goal 5 (MDG5) Overview  
6.1 MDG5 globally 
The MDG5 is divided into two targets and these targets are measured according to several indicators 
(United Nations, 2013b, p.100):  
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MDG5: Improve Maternal Health 
Target 5.A: 
Reduce by three quarters the Maternal Mortality 
Ratio between 1990 and 2015 
Target 5.B: 
Achieve universal access to Reproductive 
Health 
Indicators: 
. 5.1: Maternal Mortality Ratio (MMR)  
.5.2: Proportion of births attended by skilled 
health workers 
Indicators: 
. 5.3: Contraceptive prevalence rate (CPR) 
. 5.4: Adolescent Birth Rate (ABR)  
. 5.5: Antenatal Care Coverage (ACC) 
.5.6: Unmet need for family planning (UNFFP) 
Table 6.1.1 
Approaching the 2015 deadline, several MDGs have already been achieved. Others are close to the 
achievement and some others will not be able to be accomplished (United Nations, 2013a, pp.4-5). 
At global level MM has declined by nearly half since 1990 (United Nations, 2013a, p.28). However, 
according to the following charts (WHO, 2013, p.21), the MDG5 seems to be one of the most 
challenging goals. Although all regions have made progress, only three regions (America, Europe and 
the Western Pacific Region -WPR-) are on track to meet part of the target 5.A for 2015. 
These two charts lead us to think about the reasons the results of the global achievement of the MDG5 
are not sufficient so far. We will use the case study of Mozambique in order to reflect on this matter 
later on this project. 
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Table 6.1.2 
Source: WHO 2013, p.21 
 
 
 
 
Table 6.1.3 
Source: WHO 2013, p.21 
 
Grey horizontal lines indicate either the MDG (where available) or relevant WHO or partner agency target.  
AARD - average annual rate of decline.  
According to WHO (WHO.int,c), most maternal deaths are preventable, but meeting the MDG target 
5.A of reducing the ratio 75% by 2015 seems to be quite unlikely, since, as previously said, the 
progress in this area is not been sufficient so far. Causes of MH are known as elaborated before, but 
since   the   MDG5   is   still   “making   progress”   (UNDP   2013a,   p.57),   we   can   determine   that   global  
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interventions to achieve the goal in developing countries have not been completely successful so far. 
There are many reasons for these unsuccessful interventions and we will also elaborate upon the 
reasons later in the project. 
6.2 MDG5 in Africa 
More than half of African countries are making progress in reaching the MDG5. By 2010 Africa had 
reduced its MMR in 42% (from 543.000 deaths in 1990 to 287.000 deaths in 2010), (WHO, 2013, 
p.14). However, and although the MMR is declining in all regions around the world, 56% of maternal 
death still occur in Africa (UNDP 2013a, p.57) and the rate decline is only half of what is needed to 
meet the goal (WHO, 2013, p.14). 
Equatorial Guinea is the only African country that has already achieved the MDG5, as the country has 
reduced its MMR 81% since 1990 (UNDP 2013a, p.57). 
The following table shows the progress of African countries in reaching the MDG5 (UNDP 2013a, 
p.58): 
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Table 6.2.1: Progress of African countries in reaching the MDG5. (Source: UNDP 2013a, page 58). 
 
Table 6.2.1 indicates that Mozambique is one of the African countries that are progressing in order to 
fulfill the MDG5. 
 
6.3 MDG5 in Mozambique 
As the previous Table 6.2.1 illustrates, Mozambique is one of the African countries that are progressing 
to  achieve  the  MDG5.  However,  its  status  is  still  “off track”  (United Nations, 2013b, p.26). 
The following Table 6.3.1 confirms that Mozambique has the required potential to meet part of the 
MDG5. However, the table also shows the difficulties that some countries face when gathering data. 
One of the reasons can easily be the lack of resources to do so. 
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Table 6.3.1: Overview of the Progress of Mozambique towards the MDG5 (UNDP, 2010, p.1). 
 
About 22 women die daily in Mozambique from pregnancy and childbirth causes (unicef.org, a). 
Mozambique is one of the twenty countries in the world that needs to double the presence of midwives 
in order to achieve an optimal proportion of births attended by skilled health workers (UNFPA, 2011.p, 
20). 
Health workforce is construed to be an indicator of MH in the MDG5. Thus, it can be said that Health 
workforce is a priority area in health systems. In Mozambique, there are insufficient trained health 
personnel. In 2009, according to UNFPA, (2011p.108), only 55% of births were attended by skilled 
health personnel such as midwives and nurses. Furthermore, many skilled health workers leave the 
country to join international agencies and NGO's to obtain better working conditions (Danida, 2012, 
p.3). 
Regarding access to Reproductive Health in Mozambique, an 18% of the population is in unmet need 
for family planning (UNFPA, 2011, p.108). In 2011 the antenatal care coverage was 90% (UNFPA, 
2011, p.108).  
Mozambican Contraceptive Prevalence Rate (CPR) is 17% (UNFPA, 2011, p.108). If we compare 
contraceptive prevalence statistics in Mozambique and the statistics in a developed country, it can be 
seen that the use of contraception is very low in Mozambique. Gender inequality, lack of education and 
social status can determinate the access to health services, which damages the improvement of maternal 
health and therefore the success of health interventions. 
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Having a global look into the Adolescent Birth Rate (ABR), WHO indicates that around 16 million 
women between 15 and 19 years old give birth annually about 11% of all births world-wide. More than 
50% of these adolescent births take place in sub-Saharan Africa, where the ABR varies significantly. 
For example, the ABR in Rwanda is 0.3% and 12.2% in Mozambique (who.int, e). 
Adolescent pregnancy is dangerous for both the mother and the child. It can also have negative 
consequences for their future, not only for health reasons (pregnant teenagers are in higher risk of 
death, and so are their babies), but also taking into account social and economic factors. Low education 
levels are closely associated with early childbearing (who.int, e), and according to UNICEF, before 
reaching the age of 20, about 40% of women fall pregnant in Mozambique (unicef.org, a). 
 
7. Definition of key concepts 
7.1 Development definition and historical background 
According to Merriam-Webster (2013a)  the  word  development  means  “  the  act  or  process  of  growing  
or causing something to grow or become larger or more advanced...the act of or process of creating 
something over a period of time...the state of being created or made  more  advanced”. Gilbert Rist in his 
book The History of Development states  that  it  is  not  enough  to  say  that  in  the  end  ‘development’  boils  
to social change adding that this very social change has been a constant feature of life in every society 
from time immemorial. Therefore his definition of development covers the universal mechanisms of 
the world today that motivate social change in line with especial structure-creating logic. He thus 
defines  development  as   ‘a set of practices, sometimes appearing to conflict with one another, which 
require – for the reproduction of society – the general transformation and destruction of the natural 
environment and of social relations. Its aim is to increase the production of commodities (goods and 
services) geared, by  way  of  exchange,  to  effective  demand’  (Rist, 2011, p.12-13). 
The set of practices he refers to are economical, social, political and cultural. The concept development 
is complex and to use it in relation to a specific country, it is imperative to consider or appreciate the 
context because all individual countries have each their own historical background which means they 
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are different economically, socially, politically, culturally and even geographically than others. The 
concept  as  ‘assistance’  and  the development discourse first became popular after the 2nd World War. 
In   1948   the   UN   General   Assembly   adopted   two   resolutions   called   ‘Economic   Development   of  
Underdeveloped  Countries’  and  Technical  Assistance  for  Economic  Development’,  these  examples,  in  
maintaining  the  Western  tradition,  present  ‘development’  as  an  ‘intransitive  phenomenon  which  simply  
happens;;   nothing   can   be   done   to   change   things’   (Rist, 2011, p.73). But at the same time, the term 
‘underdevelopment’   appeared   on   the   scene   and  was   used   as   a   synonym   to   ‘economically   backward  
areas’   (Rist, 2011, pp.69-70). Underdevelopment meant change in the direction of a final state, 
especially  the  possibility  of  bringing  about  this  change.  It  was  no  longer  about  ‘developing’  things  but  
it was now possible to  develop  a  region.  This  gave  the  term  ‘development’  a  new  meaning;;  an  action  
performed by one agent upon another (Rist, 2011, p.73). The colonized/colonizer relationship had now 
become the new developed/underdeveloped members of the same family where some would be lagging 
behind the others but still hope to catch up (Rist, 2011, p.74).This new way of looking at development 
was even fortified with Harry  Truman’s  inaugural  speech  as  President of the United States of America 
in 1949 when he defined half of the world as underdevelopment; that is poor, hungry and disease-
prone. His argument however was that the West was in a position to repair this suffering because they 
had the knowledge and skill to. Western administrators did not see themselves as exploiters but as well-
meaning agents working towards lifting this burden of suffering and taking a huge task of modernizing 
these underdeveloped colonies. The colonies, in the eyes of the West were like children whose mental 
and physical well- being needed taking care of by the benevolent colonizers (Schech & Haggis, 2000, 
pp. 6-8).Today  a  nation’s  level  of  development  and  welfare  can  be  measured  and  evaluated  in  different  
ways  using  diverse  methods.  Economists  use  the  level  of  a  nation’s  per  capita  income  and  the  nation’s  
economic growth though they are aware that the development of a nation goes farther than the average 
income and its growth rate. Also, because societies differ economically, socially and politically from 
one another and therefore they may value different goals (Cypher & Dietz, 2009, pp. 30-31). However, 
because there is empirical evidence supporting the claim that income per capita (person) is highly 
correlated to the key measures of the broader aspirations of economic, social and political progress, 
economists  believe  it  is  sensible  to  focus  on  a  nation’s  economic  growth  and  level  of  income  per  capita  
as the measure for development. And therefore this has also been adopted and used to rank nations 
from highest to lowest in income per capita to measure their relative development and also to 
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distinguish developed from underdeveloped nations (Cypher & Dietz, 2009, pp. 32-33). 
7.2 Human Development Index 
The Human Development Index (HDI) is a backlash against the use of per capita income and rate of 
economic growth to measure development. The argument from the International Labor Organization in 
1960 and other researchers such as Amartya Sen and Mahbub-ul-Haq was that per capita income and 
rate of economic growth was not sufficient because it not capture the distributional inequalities that 
were  common  in  many  of   the  world’s  poor  nations  (Cypher  &  Dietz,  2009,  pp.  50-63). Therefore in 
1990 the HDI, gained credibility and was proposed as a new measure of development and is since then 
calculated and published as an annual report by the United Nations Development Programme (UNDP). 
The index uses estimates of life expectancy at birth, adult literacy rate, school enrolment ratios and the 
Purchasing  Power  Parity  Gross  Domestic  Product  per  capita   to  value  a  nation’s economy. Income is 
also included in the index but the HDI broadens the measure by giving direct value to factors such as 
education which is vital in helping individuals reach a more fulfilling standard of living. The value of 
the HDI can vary between 0 and 1. The score value closer to 0 indicates that a country is far from the 
maximum to be attained on the total of all factors entering the HDI, while a value closer to 1 indicates 
that there is greater achievement and therefore a country has a higher level of human development. The 
rationale behind the HDI was to take into account that countries and individuals with governments 
inclusive,   choose   among   alternatives   when   it   comes   to   spending   and   therefore   this   affects   people’s  
available choices and level of well being, something that may not be captured with the use of income 
per capita to rank nations. And this is argued to provide a much stronger view of the level of an 
economy’s  development  than  would  if  only  income  per  capita  were  used.  The  HDI  can  also  be adjusted 
to refine the information provided. However it does have the weakness that it does not indicate exactly 
the state of the poorest members of the society rather than just reflecting the overall value through for 
example the impact of poverty on average life expectancy. Also it does not measure environmental and 
sustainability issues, which are a part of the MDGs because they may affect life expectancy indirectly 
(Cypher & Dietz, 2009,p. 56). 
To place our research problem into context, we find it relevant to operate with the concepts such as 
‘development’   and   the   HDI   because   our   research   involves   aspects   such as maternal health and 
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development discourses. For us to understand the ranking of Mozambique as being among the poorest 
countries based on the HDI, we see it relevant to present a definition of the index. Since maternal 
health is an indicator that is used to determine the development of a country and puts countries in 
categories   of   ‘developed’   and   ‘developing’,   we   can   say   that   the   HDI   and   MH   are   interrelated. 
Therefore we find it relevant to present the definition of the concept. 
Moreover, according to the WHO, maternal mortality as an indicator shows the wide gaps between the 
rich and poor that is both between countries and within them. For example women in developing 
countries have a risk 25 times higher of dying from pregnancy-related causes during their life time 
when compared with women living in developed countries (who.int, j). 
 
8. Background Research 
In this chapter, we will review the most representative Mozambican documents previously mentioned. 
Inside the documents there are many health areas touched upon, but for this project we focus on 
policies related to maternal health. 
8.1 Health and Nutrition Sector Programme Support (HNSPS) 
(Danida, 2012) 
The Mozambique Health and Nutrition Sector Programme Support (HNSPS) is a government-to-
government 5 years programme (Danish Ministry of Foreign Affairs – Mozambican Ministry of 
Health), with an overall budget of 450 million Danish crowns. 
The programme is designed to support the health sector both at central and provincial level and, 
through this initiative; Danida expects to contribute to the national policy dialogue. 
The HNSPS is being implemented in Tete province, which is one of the poorest provinces in the 
country, where only around 22% of the population has access to health services within a 30 minutes’ 
walk.  Tete  province  is  a  “pilot  province”.  This means that Danida hopes to expand the programme to 
other provinces in the future. 
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The HNSPS, which is now facing its fifth phase, offers a view of the public health sector in 
Mozambique and it is based on three components, focused to achieve MDGs 1, 4, 5 and 6: 
  .Component 1, Health: Supporting the health strategy plan and the health systems 
strengthening for improving at central level; and supporting the provincial sector budget for 
Tete province.  
  .Component 2, Nutrition: Supporting the nutrition capacity development and public health 
nutrition training at national level; and supporting the provincial multi-sectoral action plans for 
chronic malnutrition reduction.  
  .Component 3, civil society: Supporting citizens to claim their rights to Health trough 
strengthening social mechanisms.   
All interventions carried out in the umbrella of each component will be monitored and evaluated 
through specific frameworks and objectives.   
The HNSPS programme faces several risks: The political support and commitment, the effectiveness of 
the public sector and the public financial management. In order to accomplish a more suitable local 
implementation of the national and international health policies, many donors are fighting to support 
the   process   of   decentralization.   However,   it   seems   to   be   the   biggest   challenge,   as   “only   a   small  
percentage of all funds are managed by the provinces  and  districts”  (Danida, 2012, p.10). 
8.2 Strategic Plan for the Health Sector 2007-2012 (SPHS), (MoH, 2007)  
The Strategic Plan for the Health Sector (SPHS) elaborates on the structure of the health sector in 
Mozambique. The document includes a list of general goals to be accomplished during the five years' 
plan.  
The priority work areas are the following: reinforce family planning programmes, develop new 
activities within the reproductive health area, health status of the population, coverage of health, quality 
and impact, capacity and organization of the National health service to provide health care, 
pharmaceutical policy, health research, development of health human resources, planning, management 
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and organization of the health sector when related to other sectors, health advocacy, international 
cooperation for health and financing of the health sector.  
The SPHS is part of the Government's Five Year Programme 2005-2009 and the PARPA II (Plano de 
Acção para a Redução da Pobreza Absoluta - Action Plan for Reduction of Absolute Poverty). It also 
includes the African Strategic plan (2007-2015), the Community Health Strategy for the Development 
of Southern Africa (SADC - Estratégia de Saúde da Comunidade para o Desenvolvimento da África 
Austral) and the Strategies and Objectives of the Referential Framework of the New Partnership for 
Africa's Development (NEPAD - As estratégias e objectivos do quadro referencial da Nova Parceria 
para o Desenvolvimento de África). 
The SPHS intends to be part of the on-going decentralization process carried out within the 
Government of Mozambique (GoM). The document represents a new stage in the search for consensus 
on the approaches to be adopted in order to improve the health status of the Mozambican people. The 
SPHS is a guide for all stakeholders in the health sector. Its aim is to facilitate the alignment of sector 
strategies for the development of the priorities defined by the GoM.  
This plan identifies health-related problems and explains what is needed to be done in order to solve 
them. Areas of work are also identified through general objectives, which will be achieved with the 
implementation of several strategies proposed in order to deal with certain health issues in a period of 
five years.  
As the document explains, the monitoring and evaluation system is still being developed and it adapts 
itself to the necessities of every policy. The process of monitoring and evaluating includes a 
compilation of specific indicators and their monitoring in monthly, quarterly and annual bases; 
evaluates and reviews programmes and activities, reports and internal and external audits. Each 
programme and policy has its own indicators of evaluation. The evaluation and monitoring done will be 
used for the planning of future policies, and the idea is that a common evaluation could be done in the 
health sector. 
During this five years process, several issues will require special attention, since, as the SPHS indicates 
some of the policies and strategies implemented or in the process to be implemented need official 
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approval. The integration of services and processes will continue to be a challenge for the coming 
years, especially regarding the achievement of the MDGs. 
8.3 Social and Economic Balance, 2011 (SEB), (MoH, 2012) 
The Social and Economic Balance (SEB) for 2011 is an evaluation of the implementation of the 
Government's Five Year Programme 2010-2014 in its second year of implementation. 
The SEB includes four principal sections: International context (where an overview of the evolution of 
the International economy is presented, in connection with the economy policy in Mozambique), the 
Millennium Development Goals (this section presents the progresses made in order to achieve the 
MDGs), Economic and Social objectives (where future actions in the fields of Economy and Society 
are explained) and the main points of development of each programme (how activities are being 
implemented in order to reach the concrete objectives included in the Government's Five Year 
Programme 2010-2014). 
We will review the health activities included in the SEB. In order to accomplish the goals, focused on 
the improvement of MH and health in general, the following activities were performed in Mozambique 
during 2011: 
.  33 trainers were trained in maternal and neonatal health, 3 for each province.  
. 3 regional trainings were conducted for trainers in family planning management and interpersonal 
communication and counseling, with a total of 244 participants.  
. 1822 new health professionals were placed, mainly at district level: 161 physicians, 149 senior 
technicians, 983 intermediate technicians and 529 basic technicians.  
Under the programme for health and medical care for mothers and children, which aim is to promote 
equity in access to health care, several interventions have been developed (or are in the process of 
being developed) at national, provincial and district level during 2011. 
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8.4 Action Plan for the Reduction of Absolute Poverty 2006-2009  
(PARPA II) (International Monetary Fund, 2007) 
The Government   of  Mozambique’s  Action Plan for the Reduction of Absolute Poverty for 2006-09 
(PARPA II) was intended to reduce the incidence of poverty from 54 % in 2003 to 45 % in 2009. 
It has priority areas such as human capital development through education and health, improved 
governance, development of basic infrastructures and agriculture, rural development, and better 
macroeconomic and financial management. It also includes greater integration of the national economy 
and an increase in productivity. Particularly the plan focuses its attention on district-based 
development,   creation   of   an   environment   favorable   to   growth   of   the   nation’s   productive   sector,  
improvement of the financial system, measures to help small and medium-size companies to flourish in 
the formal sector, and the development of both the internal revenue collection system and the methods 
of allocating budgeted funds. 
The plan is flexible, and is adjusted and updated annually using the Medium-Term Fiscal Framework, 
the Economic and Social Plan, and the State Budget, which are tools used to implement the 
Government’s   Five-Year Plan. Among the general objectives under Human Capital, improving and 
expanding  access   to  health  care   is  one  of   them;;   and  among   the  priorities   listed   to   ‘Reduce  mortality 
among  mothers  and  infants’  is  the  fifth  goal. 
The Health Sector has priority programs of which Reproductive health is one. The main objective for 
this program is; 
(i) reduction of the maternal mortality rate in hospitals from 182 per 100,000 to 168 per 100,000 live 
births by extension work and accreditation of health care units that can provide basic or complete 
emergency obstetric care, especially in rural areas, these actions to be complemented by good 
communications and referral systems; 
(ii) training new professionals to handle the expansion of health care units, keeping in mind the impact 
of HIV/AIDS on human resources; 
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(iii) arranging in-service training for technical staff associated with maternity clinics; 
(iv increasing the number of SMI [mother/child health] personnel associated with maternity clinics; 
and 
(v) ensuring that essential medications are supplied to all health care units that perform maternity 
services.’ 
This program also contributes to the reduction of the maternal mortality rate, which should decline 
from 408 to 350 % 100,000, with the intention of achieving the millennium goal of 250 per 100,000 in 
2015 by: 
‘(i)  increasing  coverage  for  follow-up office visits in high risk obstetric cases; 
(ii) sensitizing the community and the NGOs so as to promote construction of homes for expectant 
mothers in all referential health care units in district seats; 
(iii) expanding and strengthening the roving teams strategy and the family planning component; 
(iv) producing educational materials for sensitivity training directed to opinion-makers who have 
decision-making authority (men, and older women); and 
(v)  strengthening  the  training  of  traditional  midwives  as  promoters  of  good  health.’ 
It is also noted in the plan that, to a great extent, these actions will help increase the coverage of 
institutional births from 49 % to 56 %, a fundamental intermediate objective in the reduction of 
maternal  mortality.’(IMF,  2007,  p.107). 
The presented policy documents show the initiatives Mozambique has put in place towards the MDG5, 
among others. Since our interest is to identify the gaps between the policies and the local 
implementation or realities, these documents combined with interviews will assist us in testing our 
hypothesis. 
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9. Methodology 
In this section of the project we will outline the methodological basis for our research and elaborate on 
the qualitative tools that have been used to conduct the study. In order to collect relevant data for our 
study, we have decided to utilize two research methods: The review of health policy documents and the 
performance of semi-structured interviews. These two methods enable us to raise valid inquiries 
relevant for our research question in order to back up our hypothesis: There are gaps between the 
international guidelines and their local implementation. The analyses of the written data and preexistent 
documentary sources have been useful for the subsequent creation of the different interview guides that 
we have used in the semi-structured interviews. The interview guides were based on the findings that 
we first obtained during our background research. By investigating the area, we gathered significant 
information about the Maternal Health situation in Mozambique and the existing and related health 
policy documents. This process has enabled us to develop the main themes for the interview guides, 
which are the following: rationality of the programmes (with the HNSPS document as our primary 
backbone), challenges and difficulties of the implementation of policies, cooperation between and 
among stakeholders, results achieved and satisfaction level so far, MDG5 progress in Mozambique and 
MH linked to development and poverty. 
9.1 Interviewing  
9.1.1 Interviews as Data Collection Technique 
We have interviewed several experts on MH in Mozambique, who have offered us first-hand 
information about MH, contextual aspects that influence MH, the implementation of health policies and 
development. The semi-structured interview technique is our primary tool for conducting interviews. 
Semi- structured interview is a manner of carrying out the interview procedure so that the interviewee 
has the capacity of non-delimited verbal communication with the interviewer. However, the interviewer 
has to make certain that all of the questions designed for the interview are given response to. Thus, all 
the fields that are of significance are covered (Mikkelsen 2006, p.89 & Denscombe 2003, p.167). 
Hence, the semi-structured interviewing has enabled us to gain a wealthy material though we, as 
interviewers, still have the capacity to make sure that all aspects needed for completing the list of 
questions of interest are covered. The questions asked during the interviews were of the Open-ended 
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kind to allow the interviewee to respond to the questions explicitly in a manner they prefer to because, 
according to Kvale, this seeks to obtain descriptions of the life-world of the interviewee with respect to 
interpreting the meaning of the described phenomenon. It has at the same time the openness to changes 
in the sequence and forms of questions for following up the specific answers given with the stories told 
by the interviewee (Kvale, 2007, pp. 12,51,57,65) This can also enable the interviewee to share the 
information at length, which can give us the opportunity to gain comprehension to the topic. We have 
also used the so- called follow-up questions. They refer to the matter where specific questions arise 
when the one interviewed talks and these questions are also added to the list of questions and are asked 
(Denscombe, 2003, p.166). Thus this technique has enabled us develop the matters that arise during the 
process which will assist in deepening the material gained. 
Some examples of the open-ended questions that we asked are: 
 Could you explain about the cooperation of Danida and the different stakeholders?  
 What are the gaps between the programmes/policies implementation in the local realities?  
 How satisfied is Danida so far with the support offered?  
 For Danida, how significant is development for the improvement of Maternal Health?  
 In your view, what contextual aspects can influence Maternal Health?  
 Do you think that the MDG5 is realistic for the Mozambican context?  
 Do you have your own guidelines on how to achieve the MDG5 or do you follow the national 
targets?  
We decided to launch these specific questions because we thought that they could lead us to answer our 
research question and test our hypothesis.  
9.1.2 The Interviewees  
We interviewed the senior technical advisor to the provincial directorate of health in Tete province, the 
health counselor at the Danish Embassy in Mozambique and the country director of the International 
Center for Reproductive Health, based in Maputo. We chose these three interviewees because we 
believed that, due to their broad experience on the health field, they could give us valuable information 
for our investigation. We were able to set up the interviews thanks to our contact in the Danish 
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Embassy in Maputo, the Danida programme officer at central level. In order to obtain different points 
of view, we also tried to set up interviews with some representatives from WHO, as it is the authority 
for health within the United Nations system (who.int, b) and they could offer us an evidence-based 
vision of the current situation of MH in the country. We also tried to interview some key persons from 
the government side, so we could get the official version of how the country is progressing in order to 
achieve the MDG5. However, both attempts were in vain, since we were not able to set any interview, 
neither with WHO nor the government. We never got an answer from the focal point of MH and RH at 
WHO in Mozambique. Furthermore, at the time of writing our project, according to our contact, the 
MoH was experiencing structural changes, so we were finally not able to interview the national director 
of public health, which we already got in contact with through the Danida programme officer at central 
level. Some of our interviewees wish to remain anonymous, so we have decided to use pseudonyms to 
refer to them in this project: The senior technical advisor will be called Mary, the health counselor will 
be named Klara and the country director of the International Center for Reproductive Health will be 
Jane. Mary is a medical doctor who has a master in public health and a PhD in reproductive health. Her 
areas of key expertise are, among others, maternal health and other reproductive health issues in Sub-
Saharan Africa, guide-lining development and implementation, and coaching and mentoring of health 
professionals. She has over 20 years of postgraduate work international experience in clinical care, 
public health, and research. Mary is employed by the Danish Ministry of Foreign Affairs (Danida). 
Klara has more than 20 years of public health experience and operational work and research. And Jane 
has a master in public health, is the country director of the International Center for Reproductive Health 
and has before been working at international organizations such as WHO, UNFPA and MSF. 
The data gathered from these interviews are used to exemplify the discrepancies between the 
International policies and the local realities. The interviews assist us in identifying the gaps that exist 
between these two dimensions. At the same time, they help us to discover how significant MH is for 
the development of the country. Hence, the reason for interviewing these individuals relies upon what 
Denscombe  calls  “data  based  upon  privileged   information”.  Since the individuals are working within 
MH and possess awareness in regards to the implementation versus policies, this can be of significance 
in our research (Denscombe, 2003, p.165). 
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9.1.3 Our Stance as Interviewers 
As interviewers, we do not judge the people that we interview. We take the stance of being open to 
them and to what they have to say (Denscombe 2003, pp.178-179). This may enable the interviewee to 
be more flexible and open when answering the questions. 
9.1.4 Our Stance as Researchers 
As researchers we reflect upon our empirical material and interpret it with the use of the chosen 
methods and theories, in order to comprehend the problem area of our study and to generate the 
answers to the questions posed in the study (Denscombe, 2003, p.180). 
9.1.5 Why We Have Chosen The Method of Interviewing 
We have chosen to interview relevant stakeholders to investigate the problem posed in our study. This 
is because conducting interviews is something feasible and a convenient mode of data production. The 
interviewees share their knowledge, which is generated from their experience of living in Mozambique. 
Thus, they have a good understanding of the context and the matter that is the interest of our study 
(Denscombe, 2003, p.189). Hence, through interviews, we can get data, which is background- 
generated and weighty (ibid). Nevertheless, interviewing has a pitfall, since it is up to the interviewee 
to choose the information which is shared and not shared. Thus, we as interviewers depend on our 
interviewees’  estimations  (Denscombe,  2003,  p.190).  However,  it  is  also  the  interviewer's  task  to  try to 
obtain the desired information and we made the interviews following this aim. 
When comparing data, the process of triangulation plays an important role. This is what we do by 
interviewing different stakeholders and reviewing different policy documents. In this way, we compare 
the gathered data and evaluate if some information corroborates the other (Silverman, 2001, p.233). 
9.2 The Case study Approach 
As previously mentioned, we examine the correlation between international policies and local realities, 
pertaining to the issue of MH in Mozambique. We do so by looking into the aforementioned Health 
policy documents and analyzing the conducted interviews, all contextualized in the country. 
Our matter of research can take place in different parts of the world, so the case-study of Mozambique 
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can be considered an example. We can say that we are using a case-study to conduct our research, since 
a case-study  refers   to  “a  single  example  of  a  class  of  phenomena”  which   is   to  be  examined   in  detail  
(Abercrombie, Hill & Turner in Flyvbjerg, 2006, p.220), accordingly we have chosen the Case- Study 
Approach to carry out our research. 
9.2.1 Why We Have Chosen The Case-Study Approach 
The Case-study method allows us to grasp the interest of the research by drawing attention to a single 
case as opposed to a broad range. In our case it is the international policies versus the local realities. 
The objective of researching a specific sample is to disclose the so-called insights pertaining to the case 
in question (Denscombe, 2003,  p.  30).  According  to  Martyn  Denscombe,  the  goal  of  the  approach  “is  to  
illuminate  the  general  [trends]  by  looking  at  the  particular  [matter]”  (ibid).  It  is  of  importance  to  search  
for characteristics and patterns as well as processes taking place in the case. These processes can be 
triggered by different factors both from inside or outside the case and can have different influences on 
the development of the case. The objective of studying and examining these processes and their parts is 
to understand how they correlate, how they are linked to one another and also how they are linked to 
the case of study. 
To do so, we as researchers need to consider the overall picture; that means taking into consideration 
the complexities such as political situation, historical background, socio-economical issues, culture and 
other internal factors that may have a bearing our the case. This according to the approach will lead to 
realization of the reasons behind these processes. That is to say the method does not merely give 
answers to questions posed in the research but gives opportunities to reflect on the reasons behind the 
results of the research (Denscombe, 2003, p. 30-31). 
Another characteristic of this approach is the natural setting, which refers to matters happening before 
the research (Denscombe, 2003, p. 31). In our case this refers to the development interventions. 
Denscombe  also  refers  to  a  case  that  has  common  ground  with  other  cases  as  ‘typical instance’ (ibid, 
page 31-32). From this background our case can be viewed as such because there are other countries 
with the same complexities where policies are different from the local realities as regards maternal 
health and other matters. 
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A disadvantage to the case-study approach however is that case-studies can be used to generalize 
(Denscombe, 2003, p. 38-39), though this does not apply with quantitative research criteria since 
quantitative techniques are not as relevant in social anthropology (Mitchell,1987, p. 188). Due to this 
aspect of the method, we chose to use our case study to test our hypothesis instead and not to 
generalize. We hope not only to identify the gaps between the policies and their implementation but 
also to understand the reasons behind these gaps.  Moreover,   “The focus of the case-study may be a 
single individual (...) what is important is not the content of the case-study as such but the use to which 
the data are out to support  theoretical  conclusions”  , (Mitchell 1987,p.191). 
9.2.3 Use of Theory 
In the Theory chapter we will apply several Foucauldian concepts to analyze the methodological 
approaches of our study. We will explain the selected concepts later on in the theory chapter. Our 
project is focused on how health policies are implemented and what gaps may be found during the 
process of local interpretation. Therefore we want to investigate if any kind of power-relations exists in 
these implementation processes and how these relations can be affected by the presence of power and 
the use that the different parties involved make of it. Thus, we have decided to utilize some of 
Foucault's concepts that refer to the different meanings of power and how they are present and 
intertwined in all social spheres. 
The concept of Power has a considerable importance in our analysis, as it includes several versions of 
power that we recognize in our gathered empirical data. 
Through a Foucauldian analysis of data, we will be able to understand and critique the collected 
information and, considering our research question and hypothesis, examine our findings and narrow 
them down for the conclusion.  We are going to use the following Foucauldian concepts in the analysis; 
Power relations, knowledge as power, power as domination, power as productive, power as a strategy, 
power as discipline, govern-mentality, normalization and regimes of truth and practice. In addition we 
use Modernization theory and Enlightenment. 
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9.2.4 Delimitations 
  
Maternal Health  and sexual reproduction is a broad topic with a lot that can be written on it, but in this 
project we have chosen to investigate factors contributing to the purported gaps between international 
and national policy guidelines vis a vis Maternal Health and the implementation of these guidelines at 
local level. We do acknowledge that there are many other factors apart from the implementation of 
policy and also that these factors we choose to leave out have a strong bearing on the policies. 
However, we choose to focus on that aspect alone and hope to shed more light on it.  
We also acknowledge the importance of looking into the economical aspect of development to be able 
to understand the dynamics more, but due to the scope of the project, we will not delve into that aspect 
but appreciate its relevance to the whole field of research. 
The social factors such as gender inequality and culture which are important aspects, and are 
acknowledged and touched upon them in the process are not explored on by choice. 
We have also selected only the policy documents that we believe will lead us to our answering the 
research question and also confirming our hypothesis. We could have added other documents and 
literature to enrich the findings but due to the scope of the project and the time limit, we will only use 
the documents mentioned herewith.  
We also acknowledge that some of the key concepts we have chosen to use may have different 
definitions by other authors or even draw on different authors and this we make reference to where 
applicable. Some definitions have been added because of their relevance to understanding Maternal and 
Sexual reproductive Health even though we may not necessarily employ them later in the course of the 
project.  
We   have   chosen   not   to   use   the   respondents’   full   names   but   their   capacities   in   the   respective  
organizations for confidentiality purposes. 
Our choice of theory, Michel Foucault, was inspired by our research question. We chose to use only the 
concepts that we believe would give us the best results; this also applies to the methodology applied for 
the whole project. 
This project does not cover the government perspective as initially intended, due to inaccessibility to 
collect first hand information from the government side. 
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While it is the hypothesis of this project that there are gaps between the international and national 
guidelines and the implementation at local level, it is our hope that our units of analysis shed more light 
and even uncover issues that are perhaps unexplored for a possibility of further research into the topic. 
 
10. Analysis of Empirical Data 
10. 1 Introduction to Power and Power Relations 
Power manifests itself in diverse ways and according to Michel Foucault it is not something owned but 
created through tact for the purpose of achieving a certain goal (ucdc.ro). Power is thus manifested and 
utilized in different ways depending on the goal to be achieved. Foucault outlines the different ways in 
which power can be used and the parties involved adding that power presents itself in all encounters 
that people participate in. Therefore power is everywhere. In this section we are going to present some 
of   these   facets   of   power   and   how  we   believe   they   are   reflected   in   the   interviewees’   narratives   and  
responses. Coming from the fact that power is present in all encounters that people participate 
(ucdc.ro), it is of our interest to identify the power dynamics at play between Denmark/Danida as a 
donor and the Mozambique government as the recipient. There is a tendency since the last decade 
towards more equal relationships emerging in the field of development cooperation between developed 
or donor countries and developing or recipient countries. A usage and focus on words such as 
cooperation, partnership and other positive representations of developing countries and an emergence 
of a substantial number of international agreements and declarations is clear evidence of this trend. The 
Paris Declaration on Aid Effectiveness (2005), whose focus is on mutual responsibility for parties 
involved in development, is an example. However, there are still situations indicating the sometimes 
implicit or explicit presence of unequal power-relations still embedded in the vocabulary and the way 
developed countries and developing ones alike relate to one another. In the interviews we are able to 
identify some of these facets of power in the responses of our respective interviewees. The 
manifestation of unequal power relations can appear in form of tactic or strategy, knowledge used as 
power, domination, discipline and power as productive and many more. We have identified some but 
we choose to present the forms that we believe will be able to explain the inconsistencies existing 
between international and national guidelines and the local realities in Mozambique. We use Maternal 
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Health arena as a window from which we aim at identifying these phenomena. 
10.1.1 Power as discipline 
Foucault   defines   “discipline”   as   various   rules,   and   etiquette   of   actions   which   are   applicable   to  
dissimilar   “institutional   spheres”   e.g.  medical,   educational,   governmental  which  hinder   the  modes  of  
cognitions of the societal groups (ucdc.ro). 
In the following, responding to the question what gaps there are between the programmes, policies and 
implementation  in  the  local  realities  and  also  to  give  a  specific  situation,  part  of  Mary’s  response  was;; 
“(...)  on  paper  everybody  knows  you  should  arrange  for  a  skilled birth attendant, you should organize 
family planning with high quality methods and choice...and you should deal with nutrition of young 
girls and adolescence in young women, you should do sex education, you should do a lot of things in 
all respect, but then you are here faced with uhm...apart from the fate of the Health system”  (Mary: 
Q.10) 
The interviewee is referring to certain guidelines that need to be followed in order to achieve optimal 
health as is the purpose. Since it is a kind of directive for people to follow to achieve this, it can be 
interpreted as power in form of discipline according to Foucault. This form of disciplining power has 
the purpose of producing healthy citizens. This also gives power the facet of being productive and this 
will be analyzed further below. 
10.1.2 Power as domination 
Foucault  also  points  out  that  power  can  be  exercised  ‘only  over  free  subjects  and  only  insofar  as  they  
are  free’  (Foucault1, 1982, p. 221), that means the exercises of power can only modify the actions of 
human subjects while they have the capacity and options to act in various ways, including resisting the 
modification of their actions. This aspect of power has also been identified in the interview responses. 
Asked about whether encouraging the use of implants could be expensive for the health system in Tete, 
the interviewee responded; 
“They  should  be  free  to  choose  what  they  fancy,  to  use  what  happens  to  be  available,  that  is  a  very  
important aspect of quality of support women to make their own choice. And they tend to use implants.”  
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(Mary: Q.15). This, according to Foucault may be interpreted as using power to dominate. It might not 
be explicit and clear to the eye or senses but it could suggest domination if women really do not have 
the choice to effective resistance. They would therefore be bound to pick from the only options 
available; in this case implants. How can one therefore claim that they are free subjects and can choose 
what they fancy? How can one claim that the women are given support to make their own choices? 
10.2 Modernization, Normalization and Power and Knowledge 
10.2.1 Modernization theory and Normalization 
Modernization is a theory which deals with the phenomenon of development by advocating that the 
so-called  “Third-World”  countries have  to  imitate  the  footsteps  of  the  “First- World”  countries  in  order  
to achieve the same level and standards of living as the First-World countries. In addition, the  “Third-
World”   countries   have   to   detach   themselves   from   the   so-called   “traditional”   life-style and move 
towards  the  “modern”  style  of  life 4(Castree, et. al 2013).  
Normalization is a scheme of such matters as what is right/ wrong or irregular/regular in the”social 
order”.  According  to  this  scheme,  people  are  categorized.  Fitting  into  the  “normality”  assures  citizens’  
comfort in the sphere (Hoy, 1986. pp.12-13). Although according to Foucault the citizens are not 
obeying creatures that follow the ordered-scheme of manners. Thus power is not capable of being in 
charge  of  the  citizens’  “performances”,  but  merely  able  to  create  the  “tendency”  of  these  performances  
to happen (Hoy, 1986, pp.132-133). 
One   of   our   respondents   presents   Mozambique   in   terms   of   “traditionality”   as   opposed   to   being  
“modern”  when  elaborating  upon  the  issues  connected  to  maternal health. 
...you are faced with the population which is growing at break-neck speed where children and having 
children is highly valued socially [...] there is also an enormous poverty level still. I was of the feeling 
that women of reproductive age are kept under strict supervision of the family of the husbands, both the                                                         4http://www.oxfordreference.com.molly.ruc.dk/view/10.1093/acref/9780199599868.001.0001/acref- 9780199599868-e-
1204?rskey=FKdUh&result 
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men and also the grandmothers, mothers-in law to ensure control of the reproduction and sexuality [...] 
Ya drop rates in school for girls in secondary school are higher than boys. Sometimes girls get 
pregnant in school, abortion is not legal [...] I mean go on and on. (Mary: Q.10).  
These women have only two hands. How many babies can you catch with two hands at the same time? 
On top of that you have those very wide spread paternalistic views of female sexuality and 
reproduction. They are not going to change overnight (Mary: Q.11). 
The norms of the society, mentioned in the aforementioned quote, according to the respondent, partly 
generate problems connected to maternal health in the country as well other problems since as the 
interviewee suggests, with these norms the girls have a difficulty to autonomously learn about 
health...where to give birth and all those things (Mary: Q.10). It is very hard to have all these kids that 
are born every year all vaccinated and then send to school later on (Mary: Q.10) The representation of 
these   issues   and   norms   as   problematic   can   be   interpreted   as   the   respondent’s   proposition   that   these  
norms   are   to   be   viewed   as   “deviant”   since   according   to   Foucault   there   is   a   “system   of   moulding  
throughout   the   social   fabric”   of   “normal   as   opposed   to   abnormal,   delinquent,   or   deviant”,   “the  
imposition of a model of well-ordered human activity on all aspects of social life”(Hoy,  1986.,  pp.12-
13). Thus one can say that the respondent   measures   “normality”   according   to the standards of the 
modern   countries.   This   is   seen   from   the   interviewee’s   juxtaposition   of  Mozambican   context   to   the  
European one: 
It is very different from Europe where it is very logical to consider that you plan children. And this is 
also very accepted to choose not to have children.[...] The fact that you choose to have or not to have 
children is something very alien to, here in this culture.[...]The choice of not having children here does 
not even get anywhere (Mary: Q.30). 
The  idea  that  populations  can  hold  governments  accountable  is  a  bit  of  a  novelty  here.  It’s  not  a  way  
one looks at traditionally (Mary: Q.34). 
The   above   quotes   draw   upon   an   ‘us’   and   ‘them’   dichotomy,   which   can   be   deduced   from   the  
respondent’s   comparison   of   Mozambique   to   Europe,   where   Mozambique   can   be   regarded   as   the  
‘Other’ since, it can be said, that it does not fit into the standards of the modern countries. In addition 
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to  what  has  been  said  in  regards  to  being  perceived  as  “modern”,  one more aspect of modernization is 
“progress”   or   “advancement”   which   derives   from Enlightment (Peet & Hartwick, 1999, p.125). In 
relation to the advancement aspect of modernization the portrayal of Mozambique could be seen in 
terms of the other again: 
On top of that communications are difficult ok, there is radio but the coverage of that is not full, the 
mobile  network  for  phone  is  expanding  but  it’s  not  full,  electricity  is  a  problem,  access  to  water  and  
sanitation is a problem, roads are terrible (Mary: Q.10) ...to create enough jobs for all those people so 
they are all just growing up to be unemployed. It is not good for your economic development (Mary: 
Q.19). 
For example since they are technologically behind and the population of Mozambique is not 
contributing to the development of the country since it is unemployed. This   is   based   on   Foucault’s  
elaboration on Normalization and the perception of development as put forward by the scholars of 
Modernization theory as mentioned previously. Mozambique does not fit into the definition of 
technological advancement and resourcefulness that is to say the other. 
[...]Inefficient in active work force of today because women are not able to participate, because they 
could not finish school, because they are pregnant or they just had babies or they are always off to look 
after sick babies. So they are not productive in your workforce at the moment which means that you 
basically ignore something that could be half of your valuable human capital base (Mary: Q.18). 
The choice of words such as for example high quality methods (Mary: Q.10) vs. insufficient (Mary: 
Q.9), need for innovation and creativity (Mary: Q.18) etc. could further reinforce the epistemologies 
that the development discourse relies upon: Modernization. Klara states that Danida has to show them 
[Mozambique] how they can solve their own problems (Klara: Q.12). The idea of serving as an 
example or showing how to solve problems corresponds with the point of the matching approach 
towards development. That can suggest that  the  scheme  of  “normality”  here  is  not  something  particular  
to Mozambique, but is something drawn from outside and the fact of its application to the context of 
Mozambique  can  be  interpreted  as  a  way  of  viewing  it  as  “true”  and  “natural”.  However,  for Foucault, 
there is no such matter as naturally existent “truths”  as  well  as  “knowledge”.  Matters  that  are  termed  as  
“true”  and  “knowledge”  are  generated  through  “power-relations”;;  thus  these  “truths”  gain  the  status  of  
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unquestionable  “natural”  matters  (Danaher et. al, 2000, p.11).  This  takes  us  to  the  “universalism”  in  the  
development epistemology expressed in the theory of modernization and Enlightment (Peet & Hartwick 
1999, pp.125-127). 
The application of the normalization concept by Foucault to the interviews suggested that this 
normalization can be said to mean homogenization with the European standards; since the values, 
according to which something is regarded as normal derive from a different context that is to say, 
Europe. The application of the Modernization theory and Enlightment suggests that the development 
approach presented in the empirical material is the one corresponding to the magic bullet (merriam-
webster,b) approach since, it can be said, they strive to apply the knowledge that is used in the First-
World Countries. This will be elaborated upon in the utilization of the Power/Knowledge concept. 
10.2.2 Power as knowledge 
Drawing  on  Foucault,  Hacking  states  “to  have  a  regime  for  saying  true  and  false  things  about  ourselves  
is to enter a regime   of   power”   (Hacking   in   Hoy,   1986,   p.39).   Thus   knowledge   and   power   are  
connected.  “Power/knowledge  are  inseparable”  since  “knowledge  is  a  power  of  control”5. For Foucault, 
power generates knowledge and truths and   eventually   turns   them   into   ‘taken-for-granted’   matters  
(Danaher et.al, 2000, xi).  
In the following clause, asked about whether the goals of the HNSPS programme were in line with the 
national goals considering the partnership is government to government, Mary had this to say as part of 
the response; 
Everybody knows what needs to be done but nobody knows how to do it efficiently and with good effect 
so that is really where we are also looking at piloting things, experimenting with innovative ideas and 
designs and ways to try to streamline implementation within the very tight budgetary space that the 
province  has.  It’s  very  complex. (Mary: Q.9) 
It is evident here who has the knowledge, financial resources and hence the power. The fact that it is 
implicitly stated that the donor knows how to do it efficiently displays a conventional way of practice;                                                         5 Paul Strathem Foucault in 90 minutes Chicago: Ivan R. Dee, 2000 Russian version translated by: N Pavlova: M: Astrel AST 2005. No 
pages indicated online version accessed from: http://psylib.org.ua/books/stret01/txt20.htm (date:24/11/2013). The translation from 
Russian is ours. 
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supposedly development practice. Also the very idea of experimenting with innovative ideas and 
designs suggests   the  ‘I-know-better’  relationship   indicating  an  asymmetrical  relationship  between  the  
two parties. The context, Mozambique does not seem to have a choice or perhaps their ideas may not 
be valued enough. It can be interpreted for example in this clause where traditional and cultural values 
are seen to be conflicting with the modern rationalities. Family planning, which does not seem to be a 
cultural practice in this context, is being suggested as the biggest ‘modern’  contributor to girls’  staying  
in school and keeping their jobs.  
And same for young girls of course, a family planning would be the biggest contributor there. FP 
allows girls to go to school...and they allow girls to plan their pregnancy so that they can actually hold 
the job instead of perpetually being pregnant and looking after babies. (Mary: Q.18).  
In addition, our respondent Mary mentions  aspects  that  ‘should’  be  carried  out  to  improve  the  situation: 
On paper everybody knows you should arrange for skilled birth attendant, you should organize family 
planning with high quality methods and choice...and you should deal with nutrition of young girls and 
adolescence in young women, you should do sex education (Mary: Q.10). So the thing is family 
planning (Mary: Q.11) 
When stating what should be done: you should organize family planning etc; it can be interpreted that 
the respondent puts herself into the knowledgeable position, and thus exercises authority since she 
possesses the knowledge of fixing the situation. As mentioned before, for Foucault “knowledge   is   a  
power of control”.  Power  generates  the  dichotomies  of  correct/inappropriate.  In  other words, Foucault 
suggests that when you know what should be done you exercise power and power decides what to 
define as knowledge. The firmness of the solutions suggested to resolve the problems represented by 
should, can be interpreted as a way of saying these are the steps that should be taken and not others 
steps. This can suggest that the respondent essentializes6 the approach of problem resolution since she, 
one can say, does not leave room for alternatives. This approach, moreover, can be interpreted as a 
“teacher/student”  relationship  between  Mozambique  and  the  donor: 
Mozambique is very good in policies. They have beautiful policies usually a copy and paste from                                                         6 http://www.oxforddictionaries.com/definition/english/essentialism (date:18:11:2013) 
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Google translate of the WHO recommendations and all these other international things. 
Implementation is not the case because it is quite regularly that plans on paper are very nice but that 
insufficient attention is given to how you can implement; and anyway this is really the biggest difficulty 
in many countries here, is that especially in Maternal health is a very clear example. Everybody knows 
what needs to be done but nobody knows how to do it efficiently and with good effect so that is really 
where we are looking at (Mary: Q. 9). 
This, thus, can be correlated with the Enlightment idea: where  “European development idea was seen 
as something fitting into other countries and where the European countries were seen as the ones 
assisting other countries (the  pupils).” (Theodore Shanin in Peet & Hartwick 1999, p.125). Hence this 
hints into the asymmetrical power relations between the donor and the country demonstrated through 
the aspect of knowledge. 
The quote everybody knows,  mentioned  earlier,   can  be   interpreted  as   the  respondent’s  way  of  saying  
that the knowledge that is provided is something “everybody   knows”   e.g.   something   “natural”   and  
hence, one can say, she presents the knowledge as veritable. For Foucault knowledge is a result of 
power. The donor is portrayed as the one possessing the knowledge for solving problems and thus 
normalizing the status of matters: 
Family planning would be the biggest contributor there. FP allows girls to go to school... and they 
allow girls to plan their pregnancy so that they can actually hold the job instead of perpetually being 
pregnant and looking after babies (Mary: Q.18). There is also some activity on social communication 
like radio, TV (Mary: Q.17). 
The respondent draws upon ideas and values such as gender equality, human rights which again derive 
from the Enlightment (Peet & Hartwick, 1999, p.125) as Foucault notes when elaborating on the 
Enlightment  epistemologies:  these  are  “a  collection  of  ideas  and attitudes (concerning reason, justice, 
equality,  progress  and  rationality)”(Danaher, 2000, xi), which are connected to democracy: 
To see how satisfied they are with the services and why we should really focus on the...more attention 
to get the services better aligned to the wishes of the users. That is very important in the view of the 
Rights-Based Approach; to look at health as a right not as a favor (Mary: Q.27). 
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The aforementioned can be interpreted from the perspective of power/knowledge in terms of the donor 
suggesting that the intervention should be viewed upon not as a top-down relationship where one 
makes a favor to another stakeholder but as the promotion of rights meaning partnership, not an 
asymmetrical relationship where one is a receiver of the knowledge and the other is the provider.  
The respondent stresses the gender inequality and problems connected to maternal health in the 
country: 
The vision of men in Maternal and child health first did not exist at all, they were just ignored, and they 
were  seen  as  barriers,  obstacles  to  their  wives’  care.  [...]  it’s  still  not  accepted  for  the  culture  as  such.  
[...]  you  can  say  wife  ya  ok  ‘if  she  dies  I  get  another’,  but  I  mean  ,  I  think  this  is  a  very  cynical  way  of  
looking at it.[...] maternal health services here in Mozambique are really big fortresses of femininity. 
There is no self –respect in men who will enter there (Mary: Q.16). On top of that women I mean in the 
whole of the Sub-Saharan Africa, I was of a feeling that women of reproductive age are kept under 
strict supervision of the family of the husbands, both the men and also the grandmothers, mothers in 
law to ensure control of the reproduction and sexuality (Mary: Q.10). 
And she suggests ways to approach the problems through education (Mary: Q.12) and other methods. 
The above analysis could suggest that  the  intention  of  the  intervention  is  to  make  Mozambique  ‘fit’  into  
the definition of the modern society. The knowledge Mary shared with us in the interview could have 
been obtained through what Foucault calls “observation”   and   that   would   be “by   training,   through  
hierarchical   observation,   through   normalizing   judgment,   examination,   documentation”   (Peet & 
Hartwick, 1999, pp.131). Through this, the   stakeholders   gained   what   Foucault   calls   “expert”  
knowledge (Peet & Hartwick, 1999, p.129).  Since  for  Foucault  “knowledge  is  a  power  of  control” that 
means that the knowledge provided through the interventions of donors ensures their authority. This 
authority defines the approach that they choose to use to tackle the issues of their concern. The striving 
to make Mozambique correspond to the standards of development of the European countries through 
family planning, legalization of abortion (Mary: Q11), education (Mary: Q.12) etc. could be interpreted 
as essentialising7 the approach proposed by the donor, since it is based on the assumption that what                                                         7 http://www.oxforddictionaries.com/definition/english/essentialism (date:18:11:2013) 
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works in one context (European) will work in others (Mozambique). However, this is not necessarily 
the   case   since   as   Foucault   points   out   “the   modern   reason   metaphysically   grounded   an   image   of  
universal  humanity  on  traits  that  were  culturally  specific  (to  the  Europeans)”(Peet  &  Hartwick, 1999, p. 
129) there is a need to   acknowledge   that   there   are   “no   fixed   essences   or   underlying   laws”   (Peet  &  
Hartwick, 1999, p.129). That is to say that applying the rationalities (Knowledge) of development 
taken from one context to another, thus normalizing the  “Other”, does not necessarily function. And as 
we can see in the interview there is a process of the clash of values going on in the course of the 
intervention: 
The clash of Children as wealth vs. planned children and abortion 
What is very important here is the cultural perception of children as wealth. [...] It is very different 
from Europe, where it is very logical to consider that you plan children (Mary: Q.30). We are now 
looking into lobbying for the abortion legislation (Mary: Q.11). In Mozambique it is better to have an 
undesired baby, unplanned baby, than having no baby at all (Mary: Q.30).  
The clash of Mass culture vs. Individual 
 It has something to do with the fact that the culture here is less individual. In Africa they say 
sometimes  that  ‘you  are  because  we  are,  you  are part of a whole circle of life which includes even the 
fore-fathers,  spirits  then  from  the  blood  line  and  it’s  very  important  to  allow  that  continuity  in  the  line  
to continue to flow (Mary:Q.30). 
The clash between Elders / husbands in charge vs. Human rights/equality 
The fact that you choose to have or not to have children is something very alien too, here in this 
culture. [...] it is a very inconceivable social disaster NOT to have children (Mary: Q.30). The Other 
cultural thing is gender inequality. That  is  crucial.  Women  of  reproductive  age,  so  let’s  say  between  15  
and 40 are controlled very closely. Their sexuality and reproduction is under instant ...in Portuguese 
we  say  ‘Baixo  tutela’,  under  the  supervision  of  the  husband  and  the  husband’s  family.  The majority of 
Sub-Saharan African countries have a partrilineal, patriarchal society, the exception is western Africa                                                                                                                                                                                                
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is  much  more  matrilineal  and  women’s  position  is  very  different  here.  But  here  it  is  very  clear  that  
when you are between 15 and 40, somebody else takes decisions regarding your sexuality and your 
reproduction (Mary: Q.31). 
According   to   Foucault   “modern   knowledge”   is   “normalizing,   totalizing,   essentialist,   truth   claiming,  
knowledge thought up in the pursuit of power”  (Peet & Hartwick, 1999, p.157). We can trace that there 
are   such   characteristics   as   “essentialism,   totalization   and   normalization”   in   this   approach   of  
development intervention. In addition, the clash of values identified can be interpreted as an indication 
that the development approach, by applying the standards of the European countries to Mozambique, 
cannot  be  viewed  as  “Universal”  as  it  was  regarded  in  the  Enlightenment  era  (Robert  Young  in  Peet  &  
Hartwick 1999, pp.126-127). That is to say that the world cannot be viewed as a homogeneous entity, 
as underlined by Foucault (Peet & Hartwick 1999, p.132), what the development intervention strives to 
achieve, as the analysis suggests. 
In addition, as stated by Foucault discourse when practiced gains   a   “material   condition” (Peet & 
Hartwick, 1999, p.156)  which  means  that  “Discourse  is  now  recognized  to  be a social practice itself”  
(Hoy 1986, p.5). That means the practice of discourse makes it real. Knowledge in this respect can be 
regarded to be a part of discourse. Power, as stated earlier, is productive, and defines the knowledge, 
according to Foucault. That is to say that when practicing the knowledge provided to the Mozambican 
context during the intervention, the knowledge gains a material form. This produces results and we can 
see that there are results that the intervention process contributes to: 
Maternal Mortality has reduced since the 90s. I started working in Africa in the early 90s and I never 
thought that within 20 years over then 15 years such a dramatic reduction of nearly a half would have 
been possible (Mary: Q.13). 
Empowerment of women: 
Contraceptive implants, which are   something   that   women   like   here,   it’s   a   method   that   they   choose  
often.  It’s  available  because  your  husband  doesn’t  know  about  it, doesn’t  need  to  know  (Mary: Q.13). 
The fact that there are changes and results due to the intervention process shows that values and norms 
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are not fixed entities and they undergo change. This is also pointed out by our respondent when she 
talks about the issues in relation to the process of globalization: That has more to do with the trends of 
modern way of life that is changing more to a money economy; children are expensive (Mary: Q.30). In 
other words, global processes bring about change and if we regard the process of globalization in terms 
of the power/knowledge concept of Foucault, we can translate it so that Globalization becomes a force 
(power), which encompasses a multiplicity of knowledge. Since for Foucault power is productive, as 
stated earlier, we can see that globalization produces or brings about change. 
The principle of the evidence-based approach (Klara:Q.6), mentioned by Klara, in relation to the 
methods of dealing with the problems in Mozambique, through the lenses of the power/knowledge 
concept can be viewed in terms  of  the  authority’s  way  of  applying  the  knowledge  provided,  since  it can 
be said that the donor defines how things should be done, as pointed out by Foucault. The respondent 
also justifies the reasons for the approach applied in Mozambique: 
... it is a very grey area because ... should a donor just stay away and give money? Should we just look 
at how the money flows and is spent? Should we engage in a political dialogue? (Klara: Q.7). 
Although the interviewee states that she has the knowledge for doing things she also acknowledges the 
complexity of its application: 
I have technical knowledge [...] you are having policies from Denmark that do not always fit with the 
context in which you are working (Klara: Q.8). It is also dangerous, first of all, just to look at one 
figure not to look at trends...it is also important to understand the context (Klara: Q.15). 
However, despite the complexity, in line with the respondent, the stakeholders still strive to 
“modernize”  the  country  by applying the principles of Europe: 
There is a lack of coordination and harmonization. What we do one day, the next day USAID has hired 
three people who are able to work independently (Klara: Q.10). Instead the US government is doing his 
own thing in Tete, they want to give the money to Danida, so we together can do it our way because 
they realized that doing it their way is not sustainable (Klara: Q.11). 
This could be understood as reinforcing the  idea  of  Foucault  of  “power  exercised  through  the  formation  
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and   accumulation   of   knowledge”   (Peet & Hartwick, 1999, p.131) since this knowledge through its 
utilization gains the status of the driving force towards development. However, if we follow the logic 
of Foucault, the development idea and practice can be interpreted as a way of assuring the authoritative 
position through knowledge. The matter of trust as the aspect which gives Danida the advantage over 
other donors in terms of dealing with the issues talked about in the interview can be connected to 
Foucault’s  idea  of  power/knowledge in combination  with  the  idea  of  power  as  a  “strategic”  or  “tactical”  
mode of dealing with issues, mentioned previously. The picture would be as follows: Knowledge as a 
strategy of authority to deal with the issues of concern, which generates advantages for Danida: 
They do not see us as a donor, they see us as somebody who is behind them and supporting them when 
they need a push or when they need an advice and then they listen to us and trust us [...] So I think it is 
because of this trust we have been building and the network and show them how they can solve their 
own problems (Klara: Q.12). 
The following: They [donors] are competing for survival (Klara: Q.19) can be interpreted as that where 
the knowledge of each of the donors is used to insure their authoritative position and these donors 
compete for survival between each other, using the knowledge that they possess: 
If you look around, the Dutch, the Danish, the Canadians... we all focus on MDG5 but instead of 
agreeing, we sit together in different provinces and meet the Ministry of Health once a year, where we 
agree on the plans and budget and then they do not change ...we do not do that ...the government is 
doing the plan and then all of us is trying to influence the plan...the British, for example, only want to 
do family planning...I am sorry but you cannot do Family Planning in isolation. Why do not talk 
together and have a common approach to this planning and implementation? So the donors are more 
part of the problem than they are part of the solution. (Klara: Q.18). 
Further, on the basis of the interview with Klara, it is evident that each of the donors involved in the 
country strive to apply their own understanding of what should be done to resolve the problem. That 
can be interpreted as them striving to normalize the situation according to their own perceptions and 
knowledge: 
Denmark has certain priorities, the US has certain priorities, the Netherlands has certain priorities 
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(Klara: Q.17) 
One can say that the justification of authority thus happens through knowledge that the donors possess. 
That  is  knowledge  is  used  as  a  “strategy”  of  power,  following  the  logic  of  Foucault,  who  says  power is 
strategic as stated earlier, to ensure their presence in the country. 
Many of us donors would really like to push decentralization, and there is a lot of resistance from the 
central government. Obviously they will lose control of a lot of resources: Human resources, money...it 
is an issue of distribution of power and poverty. Mozambique is a post- communist country, where until 
a few years ago there has been a centrally governed economy and centrally governed politics, where 
things are decided top-down. (Klara: Q.10). 
As regards the inconsistencies between the intervention objectives and the local realities the interview 
with Klara suggests the clash between inequalities vs. Human rights: 
On paper you will probably see that gender inequality certainly has an influence. But it is maybe more 
related to social inequality. This social inequality has again to do with power and control over 
resources. Is there a service delivery available at the level where it should be, at the time when it is 
needed, at the quality that is acceptable...? This is one thing but do the women then access these health 
facilities for delivering... are they allowed go to the facilities? Is transport available? This is again 
influence of this power structure, Intra-family power relationship, and power relationships with the 
different levels of community district, province and national level (Klara: Q.14) 
Issues like for example abortion law, which is very crucial for us. Sexual rights are crucial for us 
(KlaraQ.7).  
A clash of Post-Communist vs. Democratic 
Mozambique is a post-communist country; where until a few years ago there has been a centrally 
governed economy and centrally governed politics, where things are decided top-down. So you have a 
culture of fear, fear for central decision-makers and authorities. So it will take a long time until the 
local people stand up for their rights and start to challenge the local authorities. I would say that this 
is maybe a post-war syndrome. So the whole decentralization process is in Mozambique is on the way. 
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But you have to understand the political/social/economic context (Klara: Q.10). 
So they are only now, after nearly 10 years, beginning to understand in Mozambique what the Paris 
Declaration is and how we work different by working through the system (Klara:Q.17).  
Lack of facilities: I think there is a direct relation between Maternal Mortality and poverty, and the 
other way around.[...]..They do not have equipment, they do not have drugs, they do not have a referral 
system [...] everything is relative and you have to see it in that context (Klara: Q.15). 
Moreover, there are inconsistencies within the donor structure, meaning that each donor has their own 
approach for dealing with issues: 
If you look around, the Dutch , the Danish, the Canadians... we all focus on MDG5 but instead of 
agreeing, we sit together in different provinces and meet the Ministry of Health once a year, where we 
agree on the plans and budget and then they do not change ...we do not do that ...the government is 
doing the plan and then all of us is trying to influence the plan...the British, for example, only want to 
do family planning...I am sorry but you cannot do Family Planning in isolation. Why do not talk 
together and have a common approach to this planning and implementation? So the donors are more 
part of the problem than they are part of the solution (Klara: Q.18). 
In regards to our Interviewee Jane, we can say the following by using the concept of Power/Knowledge 
by   Foucault:   the   NGOs   activities   could   be   regarded   as   the   “strategy   of   government”   to   collect   the  
knowledge.  Therefore  this  NGO  can  be  called  a  “strategic”  maneuver  of  the  government. 
So what we are supporting really is really research so that we can give information to the Ministry of 
Health  and  to  the  provincial  level  on  how  to  improve  service  delivery,  but  we  don’t  do  service  delivery  
in general. We document the literature so that the government can use that for changing the policy or 
scaling up to some intervention (Jane: Q.2) 
We  don’t  have  our  own  guidelines  we  use  the  Ministry  of  Health  Guidelines  (Jane: Q.4) 
The research we do involves Focus group discussions and to find out from the communities what they 
think about the certain types of services, or lack of services, what they think about the services that 
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need to be available, the perception of the quality of care, so for sure the community would not respond 
if it were the government Ministry of Health because it is related to service delivery and they will not 
reply to the Ministry of Health [...]the community also identify themselves with the intervention they 
want to have (Jane Q. 1). 
Since  the  NGO’s  task  is  to  gather  the information for the government the title NGO can be interpreted 
as  their  “strategy”  for  gaining  the  information,  because  being  titled  an  NGO  could presuppose that you 
are not connected to the power structure and therefore people should be open to you. In short it is a 
“strategy”  for  gathering  the  knowledge. 
So what we are supporting really is really research so that we can give information to the Ministry of 
Health.[...]We document the literature so that the government can use that for changing the policy or 
scaling up to some intervention (Jane:Q.2). 
The  government’s  working  towards  achieving  the  MDG  goals  can  be  translated  as  though  they  strive  to  
normalize the situation in accordance with the standards of the developed countries. Thus, one can say, 
that they  strive  to  use  the  “magic  bullet” approach towards development presupposing that what works 
in   the   developed   countries’   context  might  work   in  Mozambique as well. This can be interpreted as 
MDGs being seen   as   “natural”   and   obvious   to   achieve.  However, for   Foucault   “truth”   is   something  
established through power. Thus this is an indication of unequal power relations. In addition for 
Foucault, the  power  is  also  “productive  and  generates  positive  and  negative  results”8. And the fact that 
they strive to reduce maternal mortality and improve the health situation in the country shows the 
positive outcomes of power and the normalizing principles written down in the MDG declaration. 
In this sense the MDGs can be regarded as a knowledge-driven   “strategy”   which   both ensures the 
authority and generates positive results (ucdc.ro) such as improvement of the health of the population. 
Thus, one can say, the normalization for the government of Mozambique also happens through 
                                                        8 Balan Sergiu M.  FOUCAULT’S  VIEW  ON  POWER  RELATIONS  institute  of  Philosophy  and  Psychology  “C.R.Motru”,  Bucharest;;  no  
page number indicated; no publication date indicated. Accessed from: 
http://cogito.ucdc.ro/nr2v2/M.%20FOUCAULT’S%20VIEW%20ON%20POWER%20RELATIONS.pdf  (date:  24/11/2013) 
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homogenization with the developed countries because they strive to follow the guidelines written down 
in the MDG declaration. 
That said, the power is also productive, and the information gained through field work and the 
implementation of the knowledge of the donors, improves the situation of maternal health as we have 
seen in the interviews. The application of the power/knowledge concept suggests that the practice of 
development reinforces authority through knowledge and also generates results and these results on 
their turn translate development into its material form. 
10.2 Regimes of Practice 
Regimes  of  practice,  according  to  Dean  who  draws  on  Foucault,  are  “institutional  practices  if  the  latter  
term  means  the  routinized  and  ritualized  way  we  do  these  things  in  certain  places  and  at  certain  times”  
(Dean, 2010, p.31).  “Regimes  of  practices  possess   a   logic   that   is   irreducible   (…)” and have certain 
objectives to be fulfilled (Dean, 2010, p. 32). This being another way in which power is exercised; we 
have identified this reflection in the following quote where the interviewee was asked about what she 
believed were the reasons for the high unemployment rate in Mozambique. The response indicates how 
‘it  is  done’  by  World  Bank  and  IMF  practice.   
There are no jobs. There are no formal jobs. The biggest formal employer is the government, well, if 
you do the math much bigger you get in trouble with the World Bank and IMF. (Mary: Q.20) 
 One could easily interpret this as a practice or standards set by the World Bank and IMF, which have 
to be followed by others, or  else  ‘they  get   in   trouble’.  This   is  a   type  of  using  power  to  attain  certain  
objectives Foucault would say. Though it is not directly related to Danida, it just shows that there are 
other mechanisms or actors existing in the sphere that set the agenda for others; in this case the World 
Bank and IMF. Also the Paris Declaration could be considered a regime of practice in that it is a set of 
guidelines that member countries have to follow to do development work as can be clearly seen in the 
following quote from Klara, after being asked if the main challenge to developing the HNSPS 
programme was the political support. 
(...) we have the Paris Declaration with 5 principles and ownership is one of them, and when we talk 
about ownership and I see a plan that it is a total nonsense, do I disburse the money because I have to 
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respect ownership? Or is it more important that I use the principle of management by result? So 
sometimes these principles are contradictory because one is more important than the other. (Klara: 
Q.8). 
Responding to whether the country had potential to fulfill the MDGs as stated in some reports and 
whether this was realistic, Mary gave the following as part of her reply; 
So the thing is family planning. You know how dependent Mozambique is on external funds, and 
USAID is a big donor. USAID and family planning and abortion is a tricky combination. On top of that 
you have those very wide spread paternalistic views of female sexuality and reproduction. They are not 
going to change overnight. In fact we are now looking into lobbying for the abortion legislation 
because there is something in parliament going on there but it is a very very lengthy process, I mean 
because the law has been there already since 2011, and it will be probably be delayed until after the 
general elections of 2014 (Mary: Q.11). 
The interviewee gives the above example of how Danida is lobbying for the abortion law while being 
aware of what they are up against; the paternalistic views on female sexuality and reproduction, which, 
as she adds, would not change overnight. She also adds how USAID and family planning and abortion 
are  a  ‘tricky  combination’. 
The HNSPS programme itself can be seen as a regime of practice because as Dean suggests, there is 
logic and intentions, which are directed towards specific ends and purposes (Dean, 2010, p. 32). It can 
also be seen as a strategy, as previously mentioned. This in itself suggests that there is an agenda for a 
regime of practice being imposed on the Mozambicans and which is obviously not being very 
welcomed. USAID is a big donor as stated, and Danida too is relatively a respectable donor. It gives the 
donors some amount of power to influence the agenda on Mozambique. In this case the stronger party 
tries to impose its will upon the weaker party   by   a   “take-­‐‑it-­‐‑or-­‐‑leave”   or   “take-­‐‑it-­‐‑or-­‐‑suffer”   strategy  
(Landau, 2000, p.23). This can then be interpreted as using a regime of practice as power to acquire 
certain objectives, according to Foucault. It also displays unequal relations and inconsistencies between 
external or international guidelines and the local realities. Besides being regimes of practice, these 
examples also reflect how power is used as a strategy. 
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However, in the following clause, it is clear that there is some uncertainty about the type of relationship 
that  exists  between  and  among  the  different  partners.  This  is  evident  in  Klara’s  response  when  asked  to  
comment on the cooperation between Danida and the different stakeholders. 
What I would say is that we are a donor, but it is again what is it to be a donor? It is a very grey area... 
because... should a donor just stay away and give money? Should we just look at how the money flows 
and it is spent? Should we engage in a political dialogue? Should we also engage in a technical 
dialogue? (Klara: Q.7) 
Taking a position in this situation will of course determine which way the power pendulum swings to. 
It is evident that Danida is trying to maintain a mutual and symmetrical relationship with Mozambique, 
but how would that be possible when one is a donor and the other is on the receiving end, and one 
claims to have more knowledge in an area than the other? 
10.3 Power as a Strategy 
According to Foucault, power is tactical, meaning that it is a matter, which functions in line with a 
particular tactic to obtain the necessary goals (ucdc.ro). Power can also be identified as a strategy in the 
four policy documents we have used for our background research; the Health and Nutrition Sector 
Program Support (HNSPS) document, Strategic Plan for the Health Sector 2007-2012 (SPSH), Social 
and Economic Balance 2011 (SEB) and the Action Plan for the Reduction of Absolute Poverty (2006-
2009) also called PARPAII. These programmes are designed to achieve certain goals related to the 
social, economical, political, health and nutrition sectors. There is also an emphasis on decentralization. 
This in itself is a strategy and it carries a certain type of power to it because they are guidelines. The 
purpose of this whole plan is to produce positive results also in forms of subjects as in a healthy 
population. This also makes power productive. 
10.4 Power as Productive 
Just as power is used as discipline, in the process according to Foucault, subjects are produced which 
makes power productive. For Foucault power and opposition or counter-reaction are interrelated due to 
the fact that power is productive that is it leads to outcomes which are good or bad. According to 
Foucault power presents itself in all encounters that people participate in. Power operationalizes itself 
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within   various   settings:   public   and   private   e.g.   government,   schools,   “family”   since   these   are   the  
settings where dialogues and exchanges are formed 9In the following quote, responding to whether 
there are positive results with the implementation of the program, we were able to see this facet of 
power as productive in the response from Mary. 
I think one of them is the family planning, the one I mentioned about couple years protection. That is a 
very  important  achievement  I  think  this  year.  I  wouldn’t  say  it  is only due to this program but it 
certainly helped. And another one is this organization of the health education messages. That is 
another thing that we have put a lot of effort in this year to try and get the government ... (Mary: Q.27). 
When results are achieved in form of healthy subjects after   a   ‘disciplinary’   process   or   regimen   of 
family planning methods on the population in question, it is a product and therefore can be interpreted 
also as a form of power exercised on the population to achieve this goal. 
10. 5 Regimes of Truth 
According to Foucault, Regimes of truth are  systems  of  multiplicity  of   ‘truths’  which  are  ascribed   to  
determined periods in time, meaning that every period has its own combination of truths and these 
truths are regarded as such in defined space and period. These systems provide space for discourses to 
emerge10 
Responding to the question what gaps are there between the programmes, policies and implementation 
in the local realities and also asked to give a specific situation, part of Mary’s  response  was;; 
(...) on paper everybody knows you should arrange for a skilled birth attendant, you should organize 
family planning with high quality methods and choice...and you should deal with nutrition of young                                                         9 Based on: Balan Sergiu M.  FOUCAULT’S  VIEW  ON  POWER  RELATIONS  institute  of  Philosophy  and  Psychology  “C.R.  Motru”,  
Bucharest; no page number indicated; no publication date indicated. Accessed from: 
http://cogito.ucdc.ro/nr_2v2/M.%20FOUCAULT’S%20VIEW%20ON%20POWER%20RELATIONS.pdf  (date: 24/11/2013 
 10 http://www.michael-foucault.com/concepts/ 
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girls and adolescence in young women, you should do sex education, you should do a lot of things in 
all respect, but then you are here faced with uhm...apart from the fate of the Health system (Mary: 
Q.10) 
It is obvious that what is being referred to here is a set of guidelines on how to do things the 
‘acceptable’  or   ‘right’  way.  Everybody  ‘should’  know  and  do.  This  according   to  Foucault  would  not  
only be power by disciplining but also a regime of truth because it is a certain way of doing things and 
a certain power is attached to it thus; the power that makes sure the rule or truth is followed. However, 
this rule is not followed entirely as can be deduced from the interviewee who adds that the fate of the 
health system makes it not easy or possible to.  
In the following quote from Klara, we also see how this exercise of power is reflected. 
 
So the dilemma that I have is that... do I just allow this disbursing of money into something that 
Mozambique  wants  but  I  know  that  it  does  not  make  sense?  Or  do  I  go  into  a  dialogue  and  say:  “look,  
it has to  be  evidence  based  what  we  are  doing”,  because  a  lot  of  things  here  are  politically  determined  
like it is in Denmark and not necessary evidence based. This is a big dilemma where we have a policy 
dialogue and we have a technical dialogue... We can use our policy influence to implement technical 
areas (Klara: Q. 6) 
The   fact   that  matters   should  be   ‘evidence-based’  before   they   are   funded  by  Danida   and  most  others 
donors alike, right as it may sound, can be interpreted as a regime of truth and thus practice too. The 
interviewee rightly explains the dilemma she finds herself in as the one responsible for the 
disbursement of funds. The reality locally in the recipient country, Mozambique, may be different from 
this  accepted  precondition   that   things  should  be  ‘evidence-based’  before   they  are  funded.  Again,   this  
situation clearly shows how power is utilized through some guidelines which Foucault would call 
regimes of truth to make undemocratic decisions. Demanding that things should be evidence-based and 
yet claiming  to  be  partners  is  somehow  trying  to  impose  one’s  regime  on  the  other.  In  this  case  the  one  
with the resources has an upper hand and this makes the relationship between the two parties 
asymmetrical. 
The following is a comment from  Klara  on  ‘decentralization’: 
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I think this is what I personally, and many of us, donors, would really like, to push decentralization, 
and there is a lot of resistance from the central government. Obviously, they will lose control of a lot of 
resources: human resources, money... it is an issue of distribution of power and poverty. (Klara: Q.10) 
Decentralization can be interpreted as a regime of truth; and using this form of power or any form at 
that, will, according to Foucault always bring about resistance. As the interviewee rightly puts it, there 
are challenges and it is to be expected because the whole idea of decentralization is neo- liberalistic and 
thus Western and alien to the Mozambicans. Hence it challenges the local structure and their normal 
way of administrating. It is a top-down and asymmetrical relationship. Also, the fact that more than 
70% of the budget is from the so-called  ‘partners’  makes  the  power  relations  unequal. 
(...) challenges to implementation are also to understand local partners/donor structure. As you know 
up to 70% of health budget is coming from partners and not from the government. The way the 
partners do not work together at the local level is really obstructing implementation (Klara: Q.10). 
10. 6 Governmentality 
The term governmentality is the union   of   “govern”   and   “mentality”.   According   to   Foucault,  
governmentality  denotes  “the  contact  between  the  technologies  of  domination  of  others  and  those  of  the  
self” (Foucault, 1988, p.19). Exercising power is therefore about conducting the conduct of others, as 
well  as  conducting  how  others  conduct  themselves:  “the  exercise  of  power  is  a  “conducts  of  conducts”  
and   a  management   of   possibilities”   (Foucault, 2002, p.341).The concept of Governmentality can be 
identified in some of the responses from the interview we held with Klara. When she comments on the 
fact that she supports the provincial health authorities in spending the budget in a clever way to try to 
achieve results (Mary: Q. 6), this made us reflect about the exercising of power. In this particular case 
it would be power through knowledge and financial resources since Danida is the donor. We could 
claim that Danida exercises its power by guiding the government of Mozambique on how to do things, 
and then in turn the Mozambican government exercises its power by transmitting the same to the 
population who has to choose among the services offered.  Therefore they end up following what the 
State dictates, when it comes to health services. Resistance from the government of Mozambique may 
lead to the consequence  of   losing   the  donor’s   support.   It   could   end  up  being  an   implicit   domination  
relationship, where power is agreed upon by the governing bodies involved: Danida, the government 
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and the population. We note the presence of governmentality when our interviewee refers to the help 
offered by the USAID, which is the biggest donor in the country: 
USAID is a big donor. USAID, family planning and abortion is a tricky combination. On top of that 
you have those very wide spread paternalistic views of female sexuality and reproduction (Mary: 
Q.11). 
Since Mozambique is very dependent on external funds, it can be said that the country has to follow 
certain rules like for example MDGs or even make some compromises in order to keep on receiving 
huge amounts of funds, to be used for the development of the nation. Another example of this is how 
the Mozambican government is delaying the passing of the abortion legislation. 
I mean because the law has been there already since 2011, and it will be probably be delayed until 
after the general elections of 2014. And perhaps even longer and even then the concept is rather set 
still (Mary: Q. 11). 
The delaying could be interpreted as the government trying to please its people while at the same time 
preserving the funding possibility. The rules that the government of Mozambique may have to follow 
could be interpreted as governmentality of the donor imposed upon the country. By guiding the 
government in what to do or not to do in the Health field, donors conduct the State's actions and the 
government governs the population's conduct. However, since the government is delaying the abortion 
law, it could be understood that the government supports the cultural and traditional values of the 
country for example the paternalistic views of female sexuality and reproduction (Mary: Q.11) that 
Mary mentions. The interviewee also highlights that the idea that populations can hold governments 
accountable  is  a  bit  of  a  novelty  here.  It’s  not  a  way  one  looks  at  traditionally. (Mary: Q.34). On the 
basis of what has been mentioned previously, this statement is another example of governmentality. It 
shows the power of the government and how the State can influence the individual and population's 
conduct. According to Mary, Sometimes you have to phrase these things in a more gentle way to get the 
point across (Mary: Q.34). From this quote, we can deduce that, when influencing ideas and behaviors, 
it is essential to have a look into the messages utilized for this purpose. Our interviewee seems to think 
that the Rights-based Approach in Danida's development policy is good and very important. However, 
she claims that they should present it in a bit of a softer way, as the vocabulary of the Rights-Based 
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Approach can be quite confrontational and that does not work (Mary: Q.34). The idea of using a 
“careful”  vocabulary  may  be  focused  to  govern  the  society  in  an  indirect  way.  It  can  be  construed  that  
our interviewee thinks that the Mozambican population could disagree with certain health policies' 
content, where explicit vocabulary may be used referring to sexual practices. Because of this, Mary 
recommends the use of a health message, which is not that direct. These health messages could be 
viewed  as  part  of  Danida’s  health  strategy  to  produce  the  right  conduct  in  the  patients using the health 
services. 
In order to succeed with the health message that Danida intends to send to the civil society, Mary says 
that they are trying to involve political, administrative and religious leaders to inform them later on 
what kind of messages they could use (Mary: Q. 25). This is once again an example of governmentality, 
as the donor seems to be using its power to influence powerful stakeholders who can guide the local 
authorities to send a specific message, which represents Danida's principles in the Health arena. 
Exercising power is conducting the conduct of others, as well as conducting how others conduct 
themselves. This is what a donor like Danida may intend to do when guiding others to send a concrete 
message and not other messages. In this way, the population may think that it is up to them how to 
regulate their sexual behaviors and practices. However, it may not be them but the implementation of 
governmentality that directs them to govern themselves in a particular manner. 
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11. Discussion and Conclusion 
We  have,  by  using  some  of  Foucault’s  concepts  of  power,  identified  several  ways  that  power  manifests  
itself through the interviews and sometimes the way the international policies and guidelines are 
formulated in generalized terms when setting common goals. We have thus been able to identify the 
presence of certain discourses in an attempt to answer our research question ‘What types of discourses 
are present when looking at Mozambique health policy implementation vis-à-vis maternal health 
and how do these discourses reflect inconsistencies between the international guidelines and the 
local   realities?’   and test our hypothesis that ‘There are gaps/inconsistencies between the 
implementation of international policy guidelines and local  implementation’. 
The findings do not only include discourses but other discrepancies which we believe reflect these 
disarrays. 
Unequal power relations and conflicts of interest 
One of the very prominent findings was the unequal power relations between the donor (Danida) and 
the recipient government Mozambique. This came out clear in the way the respondents referred to their 
partner, the Mozambican government. One can argue and say it is unavoidable because of the capacity 
from which they speak and the position of Denmark as a donor, but that does not change the fact that 
the relationship between the two is asymmetrical when it is supposed to be symmetrical, since it should 
be a partnership. One of the principles of the Paris declaration on aid effectiveness 11  which the 
respondent, Health Counselor (Klara), refers to is alignment, which states that donor countries and 
organizations bring their support in line with these strategies and use local systems. However from our 
investigation it is not clear if local systems are taken into account by the donor country. Perhaps this 
could have come out much more clear had we had access to the local context by interviewing 
representatives from the Mozambican Government side. Another thing that is very clear is how donors 
are  fighting  among  themselves  for  ‘survival’  as  one  of   the  respondents,   the  Health  Counselor   (Klara)                                                         11 OECD 2005, Paris Declaration on Aid Effectiveness: Five Principles for Smart Aid, 2005. Available at 
http://www.oecd.org/dac/effectiveness/45827300.pdf [Accessed on 6th Dec. 2013]. 
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put it. This does not reflect good collaboration and could very well affect the collaboration with the 
local government especially when there are different ideologies involved and maybe amount of funds 
donated. Similarly, in the other interview, the respondent, Technical Advisor (Mary), specifically 
mentioned the case of the U.S.A, who is a big donor in Mozambique. She sees the U.S.A and family 
planning as a   “tricky   combination”.   The   choice   of words suggest how donors' interests may affect 
values in the recipient country and about the possible compromises that a recipient may be forced to 
make in order to receive funding from the donor. 
Enlightenment ideology 
One other thing that is interesting is also how the idea of partnership seems to be just mere rhetoric; an 
‘illusion’   as   the   Health   Counselor   puts   it.   Though   referring   to   the   collaboration   with   the   UN  
organizations, this applies to the relations with the recipient government as well. The partnership and 
equal relations does not reflect in reality. Referring to what the Health Counselor stated about what 
being a donor means, it is evident that there is a grey area. It is also evident in the choice of words used 
in   the  interviewees’  responses  and  the  way  Mozambicans  are  referred  to.  For  example  words  such  as  
‘high   quality   methods’,   ‘need   for   innovation   and   creativity’   to   name   a   few,   all   in   some   way   have  
connotations to and reinforce the epistemological dominance of Euro-Western development which is 
grounded in the Enlightenment ideologies. Instead of improving the social and cultural wellbeing of the 
purported beneficiaries, such discourses as, decentralization, gender equality and human rights risk 
reproducing  the  ideas  and  values  of  ‘modernity’  by  dismissing  anything  falling  outside  this  knowledge  
or  discourse  as  ‘alien’  or  ‘primitive.  Traces  of  Enlightenment  and  colonial  discourse  are  still  present  in  
the  representation  of  the  society.  The  word  ‘development’  itself  says  it  all  as  can  be  traced  back  to  its  
advent. They may not necessarily be direct politically incorrect words, but the sense of superiority and 
inferiority   is   still   apparent   in   the   usage   of   for   example   the   ‘expert’   knowledge,   financial   resources 
(funding), neo-liberalistic practices such as decentralization and modern medicine practices such as 
birth-control methods inter alia. 
Just policies on paper 
One thing that also came out clear is how the technical advisor appears not to have strong faith in the 
Mozambican   national   policies;;   referring   to   them   as   ‘beautiful   policies’   and   ‘a   copy   and   paste   from  
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Google  translate’.  This  says  a  lot  and  gives  food  for  thought  because  she  adds  that  reality  is  different  
from the written policies. It would be interesting to know why they would make such good policies that 
do not match the reality. One speculation is that they do it because it is a prerequisite from the donors 
or else they risk not getting any funding; but this kind of undue influence is what Foucault terms as 
domination. The government needs to be less ambitious and more realistic in their goals and policies 
and perhaps the donors need to be less stringent with their demands and take context into serious 
consideration by understanding the intricacies, needs and challenges of the communities with whom 
they work in and with. But this may just be utopian thinking because if the donor wants to measure 
progress   and   demand   indicators   that   may   really   not   reflect   the   project’s progress in reality, then a 
discrepancy will exist. For example the number of institutional births as an indicator does not 
necessarily include deaths after delivery, and yet it is an accepted indicator. Another example is the 
2011 antenatal care coverage which was 90% mentioned in under the MDG5 section. This high percent 
is surprising as it raises the question of how the coverage could be so broad and yet the status of the 
country is still off track as indicated in the report of the United Nations Original Perspective on the 
Post-United Nations Development Agenda 2015, page 26. We are made to believe the reason could be 
the definition of skilled staff which can be different from country to country and from country to 
organization. Also, the so-called Monitoring and Evaluation mentioned in the policy documents and is 
a part of the Logical Framework planning mechanism for programmes and projects, could impede what 
progress really is in local understanding. Beneficiaries risk tailor-making their objectives, outputs and 
activities and policies to fit this straight-jacket. All these discrepancies, we argue, create gaps. 
Dependency and change of rhetoric/discourse 
One other thing worth noting is that a mere change of wording, language or rhetoric does not 
necessarily change the discourses because these are deeply imbedded in the practices. Also the fact that 
there is a giver and a receiver means there will always be unequal power relations. Power will always 
reside in the one with more bargaining possibilities and therefore these gaps identified between the 
international and national instruments and the local reality are perhaps a passed on legacy. The 
receiving side, Mozambican government in this case, may perhaps always have to make unrealistic 
policies to fit the demands of the donor. This brings us to the other interesting fact; dependency. The 
donor-recipient relationship is one of dependency. As long as donors continue giving to developing 
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countries or partner countries with the same attitude, and as long as the need for development 
cooperation is there, power relations will always be asymmetrical. 
Maternal Health and development 
The cultural context is an impediment to Maternal and reproductive Health initiatives as could be 
deduced from the interview with the Technical Advisor. Mozambicans love to have many children and 
it is considered an honor to have children therefore there is a clash between cultural views and the goals 
of the MDGs and others initiatives. 
Inconsistencies 
As our interviewee, Mary, suggests that women should by themselves decide about their reproductive 
life, and also that men should play an active role in child care, wouldn’t   involving   the   fathers   in   the  
care of the children be a way to give them a complete power over which would contradict the goals of 
the intervention? Here meaning that there lies a risk of reinforcing the very male-dominant culture the 
intervention is trying to work against. And  wouldn’t   this  be  a  clash  between   the local cultural norms 
and modern western views? In this way one could question the presence of a positive correlation 
between development and maternal health in Mozambique.  
The analysis of the empirical data also suggested other inconsistencies and clashes pertaining to the 
intervention.   These   are   ‘Children   as   wealth’,   ‘planned   children   and   abortion’,   ‘post-communist and 
democratic’,   ‘human-rights   and   inequality’   among   others.   According   to   our   analysis,   these   are   the  
reasons the intervention process may be challenging. The government can accept the conditions the 
donor puts forward but the population may not side with a government that is against local cultural 
values. This shows the dilemma the government could be caught in.  
In regards to our cardinal question pertaining to maternal health policies put forward by the donors and 
the cultural values, we can, thus, claim that there is lack of serious consideration for the local culture of 
recipient countries. Donors need to accept that certain values will always clash with the western ideas. 
However, according to Mary, due to external influences such as globalization, the values are beginning 
to change as the society moves towards a more money-economy where children are seen as expensive. 
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 Despite the clashes that the intervention process results in, as the analysis has shown, there are also 
positive outcomes that it contributes to and these are improvement of maternal health and reduction of 
maternal mortality. 
In conclusion, we state that our hypothesis that there are gaps between the international guidelines and 
the implementation at local level is true; and that these gaps are reinforced by the different discourses 
identified in this analysis among other things. However, considering the fact that we did not have 
access to interviewing a representative from the Mozambican government side, our findings may only 
represent half the picture of the reality. Therefore, this analysis should be taken with a grain of salt. It 
does however reflect some issues that may be interesting to investigate on in another study. 
Our own reflections 
The analysis of our empirical data was based on Michel Foucault and relied on his theoretical accounts; 
this means our findings depend on his understanding and interpretation of such matters as power 
relations among others pertaining to our research. However, we acknowledge that there are other ways 
of interpreting our empirical data. The findings are just but one way of tackling the research enquiry 
and should not be viewed as irrefutable.  
